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THE JOURNAL 


of the 
OKLAHOMA STATE MEDICAL ASSOCIATION 


EDITORIALS 


PHENOMENAL PROGRESS 
ON THE PLAINS 


In this issue of the Journal, there is a 
tailed description of the Research Foun- 
tion’s special hospital designed to serve 
e meticulous investigators of the Institute, 
10 spend their days searching out the 
crets of life and the influence of disease 
d the response to environment, whether 
tural or artificial, spontaneous or induced. 
Here where a century ago, countless buf- 
lo roamed at will and the redskins lived 

the kill, we walk the wards in scientific 
fari supplementing the primitive five 
nses with instruments of precision with 
vhich to pursue our game. 


While all this striving in the pure sciences 
interests the general practitioner, he is 
busily occupied with the obvious manifesta- 
tions of disease and the natural response of 
the psyche and the soma in the world of 
comprehensible reality. Working on the basis 
of what is known with the tools provided by 
scientific discoveries, his service to human- 
ity is incalculable. While relieving pain, 
curing disease and satisfying the soul, he 
can well afford to let the laboratory addicts 
worry over the biological response to se- 
lected stimuli and the search for previously 
undiscovered physiological phenomena while 
the tracer isotopes chase the tagged atoms 
and the cellular and corpuscular elements 
Wage war against microscopic enemies. We 
clasp hands with the workers in pure science 
and continue to “pinch hit” at the bedside 
while awaiting new instruments of warfare 
now being forged in the laboratory with the 
cooperation of the clinician in the Research 
Hospital. There is no reason to be ashamed 
of empiricism. Often it prepares the way 
for scientific precision. 


The clinician should never forget the 
challenge of chance. It constantly clamors 
for recognition within and without scientific 
laboratories. History indicates that it comes 


to the practicing physician as well as to the 
scientist in seclusion. 

A striking materialistic example is that 
of the laborer’s crowbar accidentally drop- 
ped between heavy steam rollers of the 
Pittsburg steel mills recovered as a changed 
bit of metal the recognition of which by An- 
drew Carnegie led to all the cold rolled steel 
rails that carried the iron horse across the 
continent and gave rise to a network of 
tracks for transportation throughout the 
civilized world. The laborer was rewarded 
and the world reduced in its dimensions. 

We applaud the scientists and when they 
succeed in replacing our remaining empiri- 
cism with demonstrable truth, we hope they 
may take up the trail of the soul and bridge 
the gaping chasm between the mind and the 
body. 


MEDICINE IN FRANCE 

In the June number of Medical Times, 
Dr. Arthur C. Jacobson' offers the following 
pertinent comment on socialized medicine 
as a factor in France’s decline. 

“In France the worker, when ill, receives 
complete medical care free; for a maternity 
case in the family he gets $667.00 (sic). 
As a result the birth rate has gone up; there 
are now 300,000 more births annually than 
deaths. 

“But this welfare system has been so 
fantastically costly that the nation’s econ- 
omy is a nightmare. 

“One government after another falls; no 
finance minister can cope with the weird 
problem; no political party dares to advo- 
cate a cut in the benefits. 

“What point is there to raising the birth 
rate if thereby a glorious power is reduced 
to a third-rate status among the nations 
of the world? 

“This is the France that is expected to 
constitute the West’s chief bastion against 
aggression.” 


1. Medical Times, Vol. 80, No. 6 (June) 
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TUBERCULOSIS 
A CONTINUING PROBLEM; 
AN UNCERTAIN FUTURE 


Today no physician is expected to 
understand the therapy of tuberculosis but 
all should know that while the present con- 
fusion, occasioned by the new drugs, exists, 
there can be no excuse for giving up the 
time tried methods of management. 


In the July 26 A.M.A. Journal, there is 
a timely editorial titled “Caution in the 
Chemotherapy of Tuberculosis’. Space will 
not permit a full discussion of this editorial 
which is available to most of our readers. 
But to emphasize the problem we quote 
briefly : 

“Three recently developed antitubercu- 
losis drugs, isoniazid (isonicotinic acid hy- 
drazine), iproniazid (1-isonicotinyl—2-iso- 
propyl hydrazine), and pyrazinamide, are 
now undergoing extensive clinical testing. 
These drugs have shown definite but limited 
therapeutic activity against human tuber- 
culosis, but there is much concern among 
workers in this field that their potential 
value may rapidly be neutralized if they are 
used improperly or indiscriminately by those 
not trained in the treatment of tuberculosis. 
The recent increase in the availability of 
isoniazid has brought this problem into 
acute focus. 

“One of the major threats to the effective 
use of the newer forms of tuberculosis 
chemotherapy lies in the possibility that phy- 
sicians will attempt to use these drugs as the 
sole form of therapy. As the American Tru- 
deau Society, the American College of Chest 
Physicians, and other organizations dealing 
with tuberculosis have repeatedly empha- 
sized, these compounds are not in themselves 
cures in spite of the earlier optimistric 
publicity given to some of them. They, like 
other forms of chemo-therapy, must be used 
as adjuncts to the time-tested measures of 
bed rest, collapse therapy, and surgical pro- 
cedures. Moreover, as adjuncts they have 
not yet proved clinically superior to, or even 
so effective as, the combination of strepto- 
mycin and p-aminosalicylic acid in the treat- 
ment of tuberculosis. 

“Another threat to the continued effec- 
tiveness of these drugs arises from the fact, 
now well established, that the tubercle bac- 
illus is capable of developing resistance to 
them rapidly both in vitro and in vivo.” 

The physician who has the courage to em- 
ploy these drugs should have the wisdom to 
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see that they only supplement the well 
known management preferably pursued in 
the sanatorium. 

To further emphasize the confusion, the 
400 page fine print Transactions of the 11th 
Conference on the Chemotherapy of Tuber- 
culosis, Veterans Administration: Army: 
Navy is now available. The earnest discus- 
sion of honest research on the road to trutl 
resulted in six miles of tape recording with. 
out finding the answer. Fortunately, the 
work goes on. V. A.’s John Barnwell and his 
collaborators in hospitals, laboratories and 
clinics throughout the United States deserve 
the everlasting gratitude of all people, pa- 
tients and physicians. With the hope that 
this therapeutic confusion represents the 
darkness that precedes the dawn, we carry 
on. 


“MANNERS MAKETH THE MAN” 

In this distraught world of audio-visual 
communications and mechanistic high ten- 
sion, nothing is more helpful than a retro- 
spective glance at the record of man’s re- 
sponse to the dynamic forces of destiny. 

In his book under the above title, R. 
Brim Johnson says: “With the progress of 
civilization, manners deteriorate and decay 
...’. This departure from the social rituals 
of days gone with changing codes of action 
in all fields of human endeavor has not been 
good for medicine. The ideal patient-physi- 
cian relationship has deteriorated and we 
are now trying to patch the breach by arti- 
ficial public relations. 

While we are more civilized, we are less 
civil. While more scientific, we are less 
sensible and while we are more sophisti- 
cated, we are not sufficiently psychosomatic 
to hold both body and soul in line. It is well 
known that in the philosophy of medicine 
manners make the man, yet we must confess 
that in spite of scientific progress we are 
woefully short on professional manners. 


VOTE 
IN 
NOVEMBER 
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™ % ose , 
Scientific Hrticles 
THE BILLROTH | GASTRECTOMY* 


LAURENCE S. FALLIS, M.D. AND JAMES BARRON, M.D. 
DETROIT, MICHIGAN 


Subtotal gastrectomy is the operation of 
hoice when surgical intervention is indi- 
cated in the treatment of gastroduodenal 
lceration. Numerous authentic reports in 
current surgical literature indicate that a 
itisfactory result is obtained in upwards 
f 85 per cent of patients who submit to this 
‘peration. While many of the poor results 
re due either to improper selection of pa- 
tients for operation or to the removal of 
0 little gastric tissue, the chief cause of 
cperative failure is the sequelae of jejunal 
* stomal ulceration. The incidence of jeju- 
ral ulceration varies from five per cent to 
> per cent, according to the criteria estab- 
lished for diagnosis of the condition. Ob- 
‘rvers who rely on x-ray evidence will find 
‘w cases, while those who arrive at a diag- 
osis of jejunal ulceration on the basis of 
iniecal findings of ulceration such as the 
currence of typical ulcer pain and hem- 


orrhage will record a considerable number 
of cases perhaps as high as 10 per cent. In 
this clinic we have come to regard the ap- 
pearance of frank gastro-intestinal hem- 
orrhage after gastrectomy as a clear indica- 
toin of the presence of jejunal ulceration. 


Two avenues of approach to solution of 
the problem are apparent. One method is to 
supplement gastrectomy with vagus section, 
and the other is to utilize the duodenum 
instead of the jejunum when restoring gas- 
trointestinal continuity. The former in our 
experience apparently is effective although 
insufficient time has elapsed to make a defin- 
ite statement on this point. During the past 
five years 90.0 per cent of subtotal gastrec- 
tomies performed in this hospital have been 
supplemented by concomitant bilateral vago- 
tomy. A careful follow-up appraisal of these 
patients has revealed a single instance of 
suspected stomal ulceration, while a compar- 
able group without vagotomy showed 10.0 
per cent incidence of jejunal ulceration. It is 
with the former, however, that this com- 
munication is concerned. Utilization of the 
duodenum in the re-establishment of gastro- 
intestinal continuity after gastrectomy im- 


Presented before the Section on Surgery at the Annual 
~ ing of the Oklahoma State Medical Association, May 19, 


plies the employment of the Billroth I tech- 
nic or one of its modifications. The modern 
Billroth I operation is successful because 
the dangerous three way angle of sorrows 
is eliminated by tubing the remaining gas- 
tric segment, as suggested by Schoemaker', 
Polya* and others. The resulting elongation 
and narrowing of the stomach facilitates 
end-to-end anastomosis to the duodenum 
since mobility is increased and lumenal in- 
equality is reduced. This technic is not easily 
applicable to many cases of penetrating 
heavily scarred duodenal ulcers on account 
of the difficulties and dangers inherent in 
mobilizing sufficient of the end of the duo- 
denum to effect direct anastomosis. The sit- 
uation may be met by utilizing the modifi- 
cation introduced by Von Haberer® in 1922 
and Finney‘ in 1923. Essentially this con- 
sists of closing the end of the duodenum and 
anastomosing the end of the stomach to the 
side of the mobilized descending duodenum, 
termino-lateral gastroduodenostomy. 


ADVANCES 


The following advantages of gastroduo- 
denostomy may be cited: 

1. Anatomic.—The normal anatomic re- 
lationship is restored. 

2. Physiologic. — Gastric contents after 
operation are poured into the duodenum, 
an organ accustomed to receiving acid se- 
cretion and, theoretically at least, better 
adapted for this purpose than the jejunum. 

3. Technical.—(a) The entire operation 
is performed in the supracolic compartment, 
a fact of definite value when dealing with 
substandard patients and when the proce- 
dure must be carried out under local anes- 
thesia, since disturbance of the colon, 
mesocolon and small intestine is avoided. 
(b) The duodenal stump should be more 
secure, since back pressure on this area is 
impossible. (c) Postoperative gastric reten- 
tion due to mechanical kinking at the stoma 
does not occur. 

The following objections have been 
raised: 1. The operation technically is more 
difficult than gastrojejunostomy. 2. Insuffi- 
cient stomach is resected. This objection is 
invalidated if the duodenum and stomach 
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are adequately mobilized and the decision to 
utilize the operation is not made until after 
the resection is accomplished. 3. Reflux of 
beneficial alkaline duodenal contents into the 
stomach is less than after gastrojejunos- 
tomy. Continuous postoperative gastric as- 
piration in comparable groups of patients 
has shown that there is no appreciable dif- 
ference in the amount of duodenal contents 
removed. 4. Complete mobilization of the 
duodenum increases the tendency to duo- 
denal ileus. This did not occur in any of our 
patients. 


OPERATIVE TECHNIC 

1. Mobilization of the duodenum: 

The peritoneum and fascia propria lateral 
to the descending duodenum are sectioned, 
thereby mobilizing both the duodenum and 
the head of the pancreas. This exceedingly 
useful maneuver not only permits adequate 
inspection and palpation of these organs to 
determine the feasibility of resection in 
penetrating duodenal ulcers complicated by 
edema and induration, but also facilitates 
closure of the duodenal stump. 

2. Ligation of left gastro-epiploic artery: 

The water shed between the right and left 
gastro-epiploic arteries is defined and the 
terminal nodules of the left artery are 
clamped and tied. The slender communicat- 
ing branch connecting these two vessels 
which often is the only visible connecting 
link, since the greater part of the anasto- 
mosis takes place in the gastric wall, is now 
doubly ligated and cut. 

3. Ligation Right Gastro-Epiploic Artery : 

This artery is picked up and ligated in 
the gastrocolic omentum about two and one- 
half inches proximal to the pylorus so as not 
to denude entirely the blood supply of the 
great omentum. The gastrocolic omentum 
between the two ligated principal arteries 
is cut and tied as are the primary radicles 
of the right gastro-epiploic artery supplying 
the pylorus and prepyloric region of the 
stomach. The middle colic artery must be 
identified and protected during this proce- 
dure. 

4. Ligation of Right Gastric Artery: 

The right gastric artery now is doubly 
clamped and ligated, thereby completing 
mobilization of the pyloric end of the stom- 
ach. 

5. Sectioning the Duodenum: 

Two Kocher clamps are placed, one prox- 
imal and one distal to the pylorus and the 
duodenum is sectioned between them. In 
difficult penetrating ulcer cases it is advis- 
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able not to use a clamp on the duodenal sid 
since every bit of tissue may be needed fo 
the closure which is carried out immediate): 
since direct anastomosis is impossible or ex 
tremely difficult in situations of this nature 


6. Ligation of the Left Gastric Vessels: 

The left gastric artery and vein identifie: 
by turning the stomach over to the left ar 
isolated, clamped, cut and ligated at a poi 
distal to the first gastric branch. The gastro- 
pancreatic omentum is sectioned with the 
vessels, thereby removing the main stomac! 
support and producing maximum mobilit 
of the organ. 

7. Vagus Section: 

Upward retraction of the left lobe of the 
liver and downward retraction of the mo- 
bilized stomach renders taut the triangular 
peritoneal and fibrous support running from 
the diaphragm to the oesophagus and upper 
part of the stomach, dividing this structure 
after clamping and tying branches of the 
inferior phrenic artery, exposes the oesophi- 
agus. Care must be taken not to ligate an 
aberrant branch of the left gastric artery, if 
unusually large. In some instances this may 
be the main supply of the left lobe of the 
liver. Continued downward traction in the 
stomach causes the vagi to stand out like 
whip cords and renders identification easy. 
Segments are removed from both vagi for 
microscopic verification. 


8. Removal of Gastric Segment 

The completely mobilized stomach is now 
brought up into the wound, and two parallel 
two and three-fcurths inch Kocher clamps 
are applied from the greater curvature side 
at right angles to the long axis of the stom- 
ach at a point proximal to the distal branch 
of the left gastro-epiploic artery. The stom- 
ach between the clamps is cut across to a 
point just beyond their tips, and a second 
pair of three and one-half inch Kocher 
clamps are applied at right angles to the 
first pair in such a fashion that their distal 
extremities grasp the lesser curvature just 
at its junction with the oesophagus. Resec- 
tion is completed by cutting between the 
clamps. Inspection of the removed area 
reveals that the entire lesser curvature, fully 
two-thirds of the greater curvature and 
contiguous portion of the body of the stom- 
ach have been removed. This in effect 
achieves what is accomplished by the use of 
Schoemaker clamp. We believe that removal 
of all of the lesser curvature is of utmost 
importance. The upper clamp is now re- 
moved and this portion of the stomach is 
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‘losed by a double row of sutures. It will 
ow be seen that a narrow elongated tube 
f stomach remains. 

9. The Decision as to Type of Restoration 
f Continuity : 

A trial approximation of the gastric tube 
» the duodenum is now made, and if it is 

.bvious that anastomosis can be made with- 
it tension, a Billroth I type of restoration 
proceeded with, otherwise a_ retrocolic 

, astrojejunostomy is carried out. Again we 
‘ish to emphasize that the decision regard- 
ig the type of anastomosis is not made 
ntil this stage of the operation is reached. 
sually some additional mobilization of the 
‘uodenum and head of the pancreas must 
|e done by further sectioning of the fascia 
; ropria. Rarely the hepatic flexure has to 

» mobilized downward by cutting its outer 

af of peritoneum, but frequently the right 
1iargin of the upper leaf of the mesocolon 

ust be brushed downward to expose more 

‘the descending duodenum. 

10. The Anastomosis: 

(1) Billroth I—Direct end to end union 
‘the stomach and duodenum is carried out 
hen there is no gross retraction or scarring 

the duodenum since accurate closure can 

» made only when at least 1 cm. of the 
roximal duodenum can be freed. A two 
ayer suture is employed, an inner of contin- 
ious catgut and an outer of interrupted 
fine silk. It is advisable to take small bites 
of tissue in both the gastric and duodenal 
wall, otherwise the lumen will be handled 
unnecessarily. Tubing the stomach as de- 
scribed in the foregoing reduces the lumen 
of the gastric remnant so little discrepancy 
is apparent. Though it is usually necessary 
to take wider bites of tissue on the gastric 
side to produce the desired result a purse- 
string suture of fine silk effectively closes 
the three way angle of sorrows. 

Von Haberer-Finney—The posterior wall 
of the end of the stomach is sutured with 
interrupted fine silk to the anterior wall of 
the duodenum close to the mesenteric border 
of the latter. A suitable opening is now 
made in the duodenum and the anastomosis 
is completed by a circular interlocking suc- 
tion of atraumatic catgut reinforced anter- 
iorly with interrupted suture of fine silk. 
A precautionary purse-string draws to- 
gether both gastric walls and the duodenum 
at the dangerous upper three way angle of 
sorrows. The anastomosis which readily 
admits two fingers is freely mobile and lies 
without tension. 
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COMMENT 

The author’s interest in this type of an- 
astomosis was first aroused by its employ- 
ment in the treatment of jejunal ulceration 
following gastro-jejunostomy and recurrent 
jejunal ulceration after adequate subtotal 
gastrectomy.’ Later in performing gastrec- 
tomy under local anesthesia in patients re- 
covering from massive hemorrhage and oth- 
er sub-standard patients its advantages were 
again apparent, because the operative proce- 
cedure can be carried out entirely in the sup- 
racolic compartment. On the basis of an en- 
couraging beginning the scope of the opera- 
tion has been extended gradually until ap- 
proximately two-thirds of the gastrectomies 
are performed according to the method de- 
scribed in the foregoing. We have now used 
this technique on 150 patients during the 
past five years. There has been one death in 
the series from anastomotic failure but this 
occurred in a patient after a second gastrec- 
tomy for bleeding jejunal ulcer. Delayed 
emptying of the stomach has presented some 
problem in those cases supplemented by vag- 
otomy but neither the dumping syndrome or 
proven recurrent ulceration has been observ- 
ed. The follow-up in this group of patients 
has shown an entirely satisfactory result in 
85.0 per cent, a figure that is not in variance 
with our results when intestinal continuity 
was restored by gastroijejunostomy. I wish to 
stress again the admonition that the oper- 
ation should be utilized only in those pa- 
tients on whom maximum mobility of the 
duodenum and stomach has been attained. 

SUMMARY AND CONCLUSIONS 

1. The Von Haberer-Finney-Schoemaker 
modification extends the scope of the 
Billroth I operation. 

2. The operation is technically applicable 
only after the gastric remnant is tubed 
and the duodenum and head of the 
pancreas are completely mobilized. 

3. Subtotal gastrectomy under local anes- 
thesia is facilitated since the operation 
is performed entirely in the supracolic 
compartment. 

. A personal experience of the operation 
in 150 patients over a five year period 
has been entirely satisfactory both in 
regard to operative mortality and end 
result. 

. The addition of vagotomy will increase 
the incidence of delayed emptying of 
the stomach but in our experience the 
incidence of jejunal ulcer is greatly 
diminished. 

BIBLIOGRAPHY PAGE 332 
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THE PROSTATE--A RESUME OF PRACTICAL PROBLEMS 
IN TREATMENT AND MANAGEMENT* 


ALFRED R. Succ, M.D. 
ADA, OKLAHOMA 


I have elected to tackle this subject from 
a strictly personal point of view. It will, 
therefore, be more in the nature of a testi- 
monial rather than a scientific paper. I shall 
not present any graphs, charts, or statistics. 
I have found that I can profit more from an 
essayist who gives me the benefit of his own 
thinking rather than the one who tries to 
assemble all the information that has ac- 
cumulated for 100 years on any subject. I 
have done enough general practice to enable 
me to appreciate, better than many urolo- 
gists, the problems of the general practi- 
tioner and especially as they relate to the 
subject today. 


The diseases and disabilities resulting 
from the pathological prostate have, of 
course, been with us always and physicians 
have had the perpetual problem of bringing 
such aid and comfort to these suffering 
brethren as possible. It is estimated that 
even in this post-gonorrheal age that almost 
half of the male population have infected 
prostate glands of some degree. Twenty per 
cent of all men over 60 have carcinoma of 
the prostate, and I suppose all the rest of 
us, if we live long enough will develop be- 
nign hypertrophy. If these figures are any- 
where near the truth, it is self-evident that 
a working understanding of this portion of 
the prostatic problem, that is prostatitis, is 
a must for the family physician. This is as 
good a place as any to make clear my posi- 
tion on the specialist and the general prac- 
titioner problem. 


A friend, who knew of this paper re- 
marked, “If you are trying to make urolo- 
gists of every one, won’t your urologist 
friends in Kansas resent it?” My answer 
was that I think every M.D. should know as 
much urology as possible, for the simple 
reason that much of it can be done and done 
well by the alert general practitioner. Facts 
of geography and economics demand that it 
be done in your office. As to invading the 
specialist’s field, he would be pleased to 
have every physician become more conscious 


*Presented at the Kansas Medical Society 1952 meeting. 


of the problems peculiar to urology, as that 
would bring into focus many conditions now 
neglected or overlooked entirely eary 
enough that something could be done about 
it. The more you know about it, the larger 
number of cases you will refer to the trained 
expert for care or at least for consultation. 
Of course, if there should be one among you 
(and God forbid) who thinks all one has to 
do is to buy a cystoscope and proceed to add 
urology to his many other jobs, then all of 
us, patients and doctors alike will suffer. 
If the physician has not integrity and intel- 
lectual honesty, there is no way to circum- 
vent his capacity for mischief. In my state, 
and I am sure in yours, there is much room 
for more knowledge and practice in this 
field by the family physician and a crying 
need for the realization of the length of 
vour cable tow and when that is reached, 
consult your urologist all with profit. 

The punster was not far off when he said 
we spend the first 50 years of our lives try- 
ing to make money and the remainder of it 
trying to make water. It is hard, really to 
see how even a larger number of prostates 
are not infected, subjected as the gland is 
to attack by bacteria from outside and in- 
side, including the blood born infections. 
When you add to the inevitable hazards, the 
wholly unnecessary assaults made on the de- 
fenseless organ by eager-beaver physicians 
you have a formidable problem. The gland 
could not have been placed in a more stra- 
tegic spot to pick up these infections and 
for the purposes of obstructing the urethra, 
encircling as it does, this hollow tube and 
the only means of exit for the urine, why 
even the Almighty could not have improved 
on that arrangement. 

Much study has been made as to the phys- 
iological functions of the prostate gland. 
The endocrinologists tried hard to make 
something of it, and it seemed for awhile 
they might succeed, but as of now all we 
know about its use is that it is some assist- 
ance in procreation, tho we don’t know ex- 
actly how. It has been said every doctor to 
be a successful physician needs gray hair 
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nd hemorrhoids—the gray hair to give him 
look of distinction and the piles to give 
im an expression of concern. Now if you 
eed a substitute for the hemorrhoids, the 
1an with a Robert-Fulton bladder will do 
iirly well. The Robert-Fulton bladder is to 
‘ie patient as the first steamboat was to the 
: coffers who assembled to see the initial run 
1 that historic occasion. They scoffed “It 
ill never start” and when to their surprise 
1e moved out, they chimed in “She will 
} ever stop.” 


Education as often depends as much on 
hat to forget as to what to remember. One 
’ the most deadening influences that can 
|} ossess a man, and especially a physician, is 
) acquire an idea and then to close the 
11ind to all evidences that it is wrong. A 
ivsician with such an attitude is most 
| kely the one with the ever ready dictum 
n my experience.” It is too often meaning- 
ss, for in reality he has succeeded in mak- 
iig the same error for 40 years. Tradition, 
id respect, and even reverence for the past 
id for the giants of medicine are prais- 
orthy, and I should like to be known as 
1e who pays tribute to those who have 
‘ontributed so much, but even the snake 
sheds last year’s skin. Some distinguished 
physician having expressed himself in a 
paper and having acquired a number of 
disciples who follow him blindly and in- 
definitely, influences the current practice 
far too much. That course is not always 
smart, for often the old master has already 
quit the procedure before you have learned 
it. In this respect, the prostate has accum- 
mulated more than its share of barnacles. 
Who among you has not been taught the 
exact art of prostatic massage, the number 
of strokes, the amount of pressure, the 
direction, and the optimum interval for the 
manoeuver? 


You would not step on a sore toe and give 
it 14 strokes with your heel and that is 
about what an energetic massage amounts 
to. To be sure, you milk out some secretion, 
enough for microscopic study which is a 
very laudable purpose for the undertaking. 
3ut the prostate is a very complex gland 
with a tremendous number of branching 
ducts, so that if you apply presure enough 
to push pus out north, you automatically 
push some deeper in south. You couldn’t get 
all the pus out of the prostate if you laid it 
on the kitchen table, ran a rolling pin over 
it a dozen or so times any more than you 
could get all the buttermilk out of a sponge 
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by squeezing it. If you are a typical au- 
dience I can just hear you saying “But in 
my experience, Doctor, it at least makes 
them feel better and they come in regularly 
on their own accord for treament..”” How 
true! Here, I would urge you to secure a 
good text on homosexuality. It bobs up in 
most unexpected places. I have quite a num- 
ber of those rascals who swear by the effi- 
vacy of the massage and want more even 
though I had turned my finger around and 
massaged the coccyx and never touched the 
gland. The massage! That’s the thing! 


The two other time-honored measures that 
are equally fallacious is silver nitrate into 
the posterior uretha and sounds. Some men 
put strong silver into the prostatic urethra 
as prostatic medication. It immediately pre- 
cipitates the protein, which together with 
the resultant edema completely closes the 
microscopic openings in the gland and most 
effectively seals in the infection. To expect 
medicine to thread its way through those 
40 or so appertures and into the glands in 
any significant amounts, would be as im- 
probable as to expect the next Congress to 
reduce taxes. The sound is never indicated 
in prostatic disease and should not even be 
passed through the prostate except as a di- 
agnostic measure, and here the much neg- 
lected two-glass urine specimen will fre- 
quently give the information you need with- 
out the resulting trauma. I frequently still 
see men being treated for gonorrhea that 
will not clear up, even after antibiotics, who 
probably did not have gonorrhea in the first 
place, but had a discharge that has been mis- 
called gonorrhea forever. Many discharges 
produced by micrococcus catarrhalis and 
other mixed infections have been micalled 
gonorrhea and so treated. We still see people 
with marked phimosis and with strictures 
undergoing a long series of prostatic mas- 
sage, with no results when the real cause of 
their trouble could be easily and simply elim- 
inated. In general we teach that infection is 
primarily acute and if improperly eliminated 
becomes a chronic infection. This state of af- 
fairs is not true with reference to the pro- 
state. It is my opinion that it is more often a 
chronic infection with acute exaccerbations 
than the other way around. That means, per- 
haps, that it is metastatic invasion of the 
prostate to begin with, and that most cer- 
tainly can happen. I know that the idea of 
focal infections is out of style now, but the 
physician who has not been convinced that 
perinephritic abscesses follow a boil on the 
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neck simply has not been a close enough ob- 
server. 


Likewise, if he has not noted that prosta- 
titis is more prevalent in men with ab- 
scessed teeth, he needs to have his diagnostic 
acumen overhauled. That is, you can have an 
acute prostatitis out of a clear sky when 
there is no possibility of gonorrhea, no med- 
dlesome sounds and no trauma of any kind. 
We must, therefore, look for the focus of in- 
fection when an unsuspected prostatitis is 
discovered. Once infected, the prostate itself 
becomes a source of trouble leading to con- 
stitutional disturbances especially iritis, 
myositis, neuritis, low back pain and one of 
the best evidences that the prostate is the 
source of infection is that an over-zealous 
massage will frequently cause these condi- 
tions to flare up, and with such regularity 
as to be out of the realm of accidents or 
coincidence. 


The diagnosis of chronic prostatitis is not 
difficult. The first thing to do is to think 
about it. The second, the two-glass specimen. 
The third—rectal examination, noting ten- 
derness, swelling, pain, etc., and of course 
the mandatory prostatic secretions to be 
studied by the microscope. The diagnosis 
established—what to do. Here there is not 
too much to say. As suggested above, search 
for and eliminate any foci of infection. 
Drain the infrequent prostatic abscess for 
infections, generally, these days about all we 
routinely do is to refer the sufferer to the 
treatment room and instruct the nurse to ad- 
minister one or the other, or a combination 
of the antibiotics. Unfortunately this does 
not work in chronic prostatitis. One enthusi- 
astic detail man presented me with a paper 
saying that sulfadiazine had been recovered 
in bactericidal amounts from prostatic secre- 
tions. All of the antibiotics are of value in 
the acute flareup stage, because the infection 
is not limited to inside the prostatic capsule 
and prostatitis is not the whole story. Trigo- 
nitis, urethritis, etc., are all highly sus- 
ceptible to these wonder drugs. But if you 
depend on a long series of penicillin to clear 
up permanently a chronic prostate you stand 
to be disillusioned in the majority of in- 
stances. Before antibiotics a large procession 
of drugs and measures were tried—some of 
them were received with enthusiasm and 
more or less glowing reports on their efficacy 
were published, but I doubt if any of them 
did any good and while they were not pre- 
cipitately discarded, like the old soldier, 
they just faded away. Diathermy, heat of 
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all kinds, mercurochrome in the vein and 
into the gland, Corbus Ferry filtrate, stock 
vaccines, thyphoid vaccine, autogenous vac 
cines and occasionally the fever cabinet al 
proved useless— at least these measures dix 
much less harm than the earlier methods o 
uretheral medication. I shudder to think o 
the mischief that has done been by Argyr« 
and the Valentine irrigator, using potassiur 
permanganate in varying strengths. 

While certain cases may be improved an: 
one occasionally cured it also happens tha 
the same can be said for those patients wh: 
have had no treatment whatever. It is jus 
possible that gentle and regular massage ex 
presses enough of the bacteria into the bloox 
stream to accelerate the process of activ 
immunity and while I have no proof of thi 
at all, it seems reasonable. 


Then I am asked if I am a therapeutic ni- 
hilist—that may be about it. I believe that 
the reason antibiotics give such poor results 
is that the blood supply to the prostate is 
very poor and that it may be the titer of 
these drugs so efficacious in other infections 
never is high enough in the prostate. It was 
this idea that caused me about three years 
ago to attempt instillation of penicillin di- 
rectly into the prostate gland. | had tried 
mercurochrome in this way, and it produced 
so much pain, so much fibrosis, and so little 
good that is was very soon discontinued. I 
was pleased with the first cases so treated 
with penicillin and in fact I consider now 
that this is the best way to eliminate infec- 
tion in the prostate. I have taken only the 
most chronic cases, those that have been 
tried by urologists all over the country (in- 
cluding myself) and the symptomatic and 
laboratory reports are encouraging. I men- 
tion it here not to add another unproved 
procedure to our already long list, but 
simply for what it is worth to you for an 
idea. Maybe some of you will disprove it 
completely. I had done this a year or more 
when I discovered that Hatch had reported 
in the Journal of Urology a series of cases 
almost exactly the way I do it, and I refer 
you to his article if you are interested fur- 
ther. 

The technique is not difficult. The one 
thing I dreaded was abscess or infection 
from passing the needle through infected 
area, and that has not happened in the series 
of several hundred injections. In fact there 
have been no complications except occasionai 
bloody urine for a day or two when the 
needle was passed through the urethra. 











tion 
cted 
aries 
here 
onai 

the 
thra. 


September, 1952 


After anesthetizing the skin, a spinal needle 
is inserted anterior to the sphincter muscle 
and when that is passed the needle is brought 
down parallel to the table and guided by a 
finger along the rectum to the prostate gland 
where it is inserted well into the capsule. It 
requires considerable pressure to force the 
600,000 units of penicillin that I use into the 
gland, but it is important to insert it with 
pressure. Several patients have been ap- 
parently rehabilitated and have secretions 
with only a few pus cells, that have been 
reated for years without more than tempo- 
rary benefits. The longest that I have fol- 
lowed any of these patients has been two 
years and four months. The series is too 
small and the observations too unscientific 
to do more than give you what my impres- 
sion is of this method. As of now, I consider 
t by far the most efficacious of anything 
that I have seen tried and I recommend it 
0 you as a practical, relatively harmless 
yrocedure. 


Recently events in the field have revived 
nterest in cancer of the prostate in which 
vou are all concerned. Here again progress 
ias been more superficial than real. The 
narked increase in the life expectancy in 
‘ecent years, brings more old men to your 
iffice, and therefore more cancer of the 
prostate. Can it be diagnosed? Very easy 
late—and very hard early. Cytology and 
enzyme studies of recent years seemed at 
first to be promising, but recent communica- 
tions with some of the men who were mak- 
ing optimistic reports, reveal the disappoint- 
ing news that as of now, the Papanicolaou 
procedure is of little value in early diagnosis 
of cancer of the prostate. Punch biopsies are 
tricky and not depentable, especially in the 
small lession, the very one that we want 
most to get. A negative biopsy is certainly 
not to be trusted. The most dependable test 
is still careful palpation. A hard fixed 
nodule in a man past 60, is almost certainly 
carcinoma if you rule out stones which can 
easily be done with proper x-ray studies. 


Granting that you are satisfied the patient 
has carcinoma, what then? One thing not 
to do is to give testosterone as I find some 
men doing. In fact I find less and less use 
for testosterone in urology all the time. 
Then what about estrogens? The answer is 


‘no.” This product has a place, but not here. 
X-ray and radium have long since been dis- 
carded. No type of radiation has cured the 
disease and has only added horrible suffer- 
ing to the misery he already had. 
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If the patient is relatively young and active, 
and wants to take the risks, then radical 
perineal prostatectomy offers by far the best 
hope of cure, slim as that hope is. He must 
understand that the mortality rate is high 
and that the morbidity is a real hazard. No 
one yet has been able to forestall urinary 
incontinence, impotence and fistulo. But even 
so, it is the best way out, or would be for 
me. In the older patient it is a different 
story. The malignancy in this group is apt 
to grow slowly and the patient is not going 
to live forever. I have watched several men 
live happily up to 10 years with their cancer 
and die from other causes. In any event, if 
you decide against radical perineal resection 
in these old men, I am convinced that the 
hands off policy, so far as direct attack on 
the prostate is concerned, is the best method. 
You can probably do nothing except par- 
tially relieve his obstruction, so why put him 
through a major operation until obstruc- 
tion is really serious, and then relieve the 
obstruction by your pet method and not try 
to do more. 


When to castrate and how. Here again the 
hopes of a few years ago are vanishing. I 
have two early cases with bony metastasis, 
unmistakable, and who were _ bed-ridden 
with pain, who are rehabilitated by castra- 
tion and all pain stopped and the metastatic 
lesions actually disappeared. But the dis- 
ease was not eliminated. Since relief of pain 
is the one dependable thing that the proce- 
dure may do, it may be as well to leave or- 
chidectomy until that symptom appears. 
Besides orchidectomy is often as much a 
matter of salesmanship as it is a science. 
Just because an old gentleman needs to be 
castrated is no sign he is going to let you do 
it, for the orchid to the prostatic of 75 is 
like that beautiful flower by the same name 
to the debutante, of tremendous sentimental 
value, but of very little practical importance. 

The smal! tempest you can arouse as to 
whether it is better to use estrogen, x-ray, 
or surgery to emasculate a man is really a 
tempest in a teapot. I use all three, so as not 
to miss out anywhere. By castration, you 
get all the local tissue quick; estrogens to 
inhibit any unseen or unknown tissue from 
functioning; and x-ray over the painful 
areas for some symptomatic relief or for 
destruction of interstitial cells of testicle if 
patients thinks more of the non-operative 
procedure. 


I mentioned above that irradiation was 
not to be used. A new method of using 
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atomic energy is undergoing intensive study 
at the present time, and from the prelimin- 
ary report that Rubin Flocks gave us at a 
recent meeting in Texas, it may soon be the 
best mothod of handling cancer of the pros- 
tate yet devised. But either qualify for ex- 
perimental use of the stuff, or just hold 
your horses—it’s not available yet. 

Stones in the prostate present a very diffi- 
cult problem—they produce a very severe 
prostatitis with dense fibrous tissue which 
always produce partial to complete obstruc- 
tion. Prostatectomy is the answer and 
should be done early before too much fibro- 
sis occurs—for in that event incontinence is 
the rule for a long time. 

Doctor Fulcher resorts to digging the 
small adherent gland out with a curet. Gen- 
erally it can be removed in usual suprapubic 
operation with some sharp dissection or cut- 
ting current. Transuretheral resection is 
likewise good but if you decide on this 
method take the advice of the soldier who 
refused to practice a parachute jump be- 
‘ause “you have to be perfect the first time 
you try it.” 

Now as to the status of benign prostatic 
hypertrophy. It is confused as always. The 
Apostle Thomas has always been my patron 
saint—I have my doubts; and the confusing 
tongues of Babel will be your lot if you 
undertake to read up on this common every 
day problem. 

Surgery, of course, is the answer. With 
the help of antibiotics, blood transfusions, 
electrolyte studies, and early ambulation, 
and close co-operation between the medical 
and surgical staffs, and mortality and mor- 
bidity have dropped in prostatic surgery 
faster than in almost any field. Even I have 
done 250 consecutive cases with the mor- 
tality of four. And it is quite ordinary to 
have the patient at home in a week and 
back to work in two weeks. I certainly shall 
not go into the virtues at this time of any 
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articular operation. The choice of operation 
reminds me of “stink base,”’ we used to play 
at school. Someone would squeel, “Last one 
on wood, is it.”—and what a scramble to 
get there first. I have seen surgeons like 
that. I am a little leery of being in the front 
rank. I see too many returning with a sort 
of sheepish look, and trying to get back on 
the reservation without being noticed. 

In case any of you are doing prostatic 
surgery, and if you elect the suprapubic 
method, I would like to mention three o1 
four small original procedures that have 
helped me a great deal. I wanted to get 
away from the open bladder, with its at- 
tendant mess and morbidity, and to make 
hemastasis more depenable. So, four years 
ago I put into practice a technique I had 
worked out on paper and it has been sx 
satisfactory that I am still using it. 

1. When the prostate is enucleated, pack 
it once. Don’t attempt finding the vessels. 

2. Proceed to ligate both vasi at this time. 
I believe strongly that ligation of the vas is 
indicated, and at least it keeps you busy 
until your pack has stopped most of the 
venous bleeding, and you can then coagulate 
any arteries under vision. 

3. Past a Foley catheter with sufficiently 
large bulb that one-pound weight will not 
pull it into the prostatic bed, where it is 
most distressing and so that it will act as a 
stopper to prevent blood from entering the 
bladder. The prostatic bleeding will be of no 
consequence. It is the clots that stop up the 
catheter that count. 

4. Fill the bladder with one per cent 
sodium citrate which keeps any stray oozing 
of blood in a liquid state, and therefore it 
can and does pass through the catheter. 
Keep the citrate dripping for a few hours. 

I have used these procedures in slightly 
less than 300 consecutive cases now, and the 
results have been most gratifying. 
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MEDICAL ETHICS“ 


L. C. MCHENRY, M.D. 
OKLAHOMA CITY, OKLAHOMA 


Medicine does not claim to be the “most 
incient profession”. However, through all 
‘ecorded history the physician has played an 
mportant role. About this profession has 
leveloped a great mass of tradition and med- 
eal organizations have grown great and 
owerful by following ideals of unselfish 
ervice to humanity. All the medical socie- 
ies that I know are democratic in organiza- 
ion and membership is voluntary with the 
ndividual. The largest and greatest of these 
eld its 101st annual convention in 1952. 


We cannot speak for the medical profes- 
‘ion without speaking of the American Med- 
cal Association and its component and 
onstituent societies. The basic unit is the 
‘ounty Medical Society. No one can become 

member of a State Medical Association 
ior of the American Medical Association 
xcept by becoming a member of a local or 
ounty medical society. No one is compelled 
0 become a member of a local medical so- 
iety in order to practice his profession in 

community. Membership is a _ privilege 
conferred by the members and no one is en- 
titled to membership as a matter of right. 
Except by establishing basic requirements 
for eligibility for membership and basic 
standards of conduct for maintenance of 
membership, no State Medical Association 
nor the American Medical Association may 
tell any County Society whom it shall or 
shall not admit to membership. The greatest 
penalty that any medical society may impose 
upon a member is to expel him from mem- 
bership. 


Why is it then, that such an organization 
has grown to a membership of 140,000? Why 
has this group of less than one-tenth of one 
per cent of our population been such a 
powerful force in making this the healthiest 
large nation in the world? Why has is been 
accused of being the most powerful, and by 
some small men in high places, the most 
malignant lobby in our national capitol? 


We believe the answers to these and sim- 
ilar questions lie first in the basic principles 
governing the conduct of the members of 

Presented before an Interprofessional Forum at the Annual 


ting of the National Society of Professional Engineers in 
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these medical societies ; second, in their dem- 
ocratic organization, and last, in an enlight- 
ened leadership who have been slowly 
aroused but who have finally begun to fight 
for the principles they profess. 

The Principles of Medical Ethics of the 
American Medical Association, as published, 
is a small, 24 page, four and one-half by 
six inch pamphlet. Some of it, from the 
stilted phraseology, must have been written 
over 100 years ago. It gives basic rules of 
conduct for physicians. 

The first sentence of Section One, Chapter 
One, states, “The prime object of the medi- 
cal profession is to render service to human- 
ity; reward or financial gain is a subordin- 
ate consideration.” 

Allow me to quote from Section Two of 
Chapter One. “The profession of medicine, 
having for its end the common good of 
mankind, knows nothing of national enmi- 
ties, of political strife, of sectarian dissen- 
sions. Disease and pain are the sole condi- 
tions of its ministry, it is disquieted by no 
misgivings concerning the justice and hon- 
esty of its client’s cause; but dispenses its 
peculiar benefits, without stint or scruple, 
to men of every country, and party and 
rank, and religion, and to men of no religion 
at all.” 


These quotations would seem to deal in 


broad and idealistic generalizations but 
many specific admonitions and prohibitions 
are included. Here are some of these. 

A physician is free to choose whom he will 
serve. However, he is expected to respond to 
a request for assistance in an emergency or 
whenever temperate public opinion expects 
the service. Once he has undertaken the 
care of a patient he may not withdraw from 
the case without giving sufficient notice to 
allow the patient to secure another medical 
attendant. He must not neglect his patient. 


The patient likewise has free choice of 
physician, although the interjection of a 
third party such as an employer who as- 
sumes legal responsibility for the cost of 
medical care and indemnity for occupational 
disability is not unethical. Contract practice 
is unethical if it permits features or condi- 
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tions that are unethical or if the contract 
causes deterioration of the quality of medi- 
cal services rendered. The basic premise is 
that the patient is free to employ whichever 
physician he wishes and the physician is 
free, with few limitations, to serve which- 
ever patient he chooses. 

Advertising is unethical. The solicitation 
of patients by a physician, by groups of phy- 
sicians or by institutions or organizations is 
prohibited. This principle makes it easy for 
the public to distinguish between ethical 
physicians and the self-laudatory advertiser 
and salesman of medical care. Medical care 
would become very much more expensive to 
the consumer if physicians went in for com- 
petive advertising such as characterizes our 
radio programs, newspapers, magazines and 
television screens. 

The ethical physician may not receive a 
commission from the fees paid another phy- 
sician or an institution to whom he has 
referred a patient. Fee-splitting is unethical 
because the amount of the split fee tends to 
become the primary consideration in refer- 
ring a patient to another physician or in 
choosing the physician to whom a referral 
is made, rather than the necessity of the re- 
ferral from the standpoint of the patient’s 
health or the competence of the physician to 
whom the referral is made. The signing of 
an oath not to partake in fee splitting is one 
of the primary requirements demanded of 
an applicant for fellowship in two great 
medical organizations, the American College 
of Surgeons and the American College of 
Physicians. 

An ethical physician may not receive re- 
muneration from patients on, or the sale of, 
instruments, appliances or medicines. Nor 
may he profit from a copyright on methods 
or procedures. New discoveries in medicine, 
the proven products of research, new surgi- 
cal techniques and mechanical inventions 
that may improve the medicai care of pa- 
tients must be made freely available to all 
physicians and all patients as widely as pos- 
sible. The physician may not engage in 
barter or trade in the appliances and reme- 
dies he prescribes for his patients. Prescrip- 
tion or dispensing of secret remedies whose 
composition is unknown, except to those who 
profit therefrom, is forbidden. 

A corresponding responsibility to the pro- 
hibitions just mentioned is that a physician 
is expected to make known new develop- 
ments and discoveries which make for better 
medical care to other physicians so that more 
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people may benefit from these developments 
and discoveries. The products of medical 
research are widely published as soon as 
practical benefits are proven. Sometimes 
such products of research are published pre- 
maturely in non-medical publications such 
as newspapers before the full benefits are 
known and before the complications and 
dangers attendant to general usage are 
known. 

Physicians are admonished to aid in safe- 
guarding the profession against admission 
to it of those who are deficient in moral 
character or education. A physician is ad- 
monished to expose, without fear or favor, 
incompetent, corrupt, dishonest or unethical 
conduct on the part of members of the medi- 
cal profession. 

These statements may seem to be mere 
prosaic moralizations in this modern, free 
wheeling, new dealing world. Each of you 
can probably think of instances in which 
physicians and groups of physicians have 
been lax in adhering to these ethical prin- 
ciples. 

Doctors are as human as other people 
with the same frailties and weaknesses. Op- 
portunities for the exploitation of patients 
are frequent. Young men and women who 
begin the study of medicine enter into a long 
and arduous period of training. They must 
have excellent mental capabilities else they 
fall by the wayside. Economic rewards are 
rarely great and are slow in coming com- 
pared to other lines of endeavor. These facts 
are well known. Surely nearly every student 
enters into this field because of a genuine 
desire to be of help to his fellow man. They 
know that the opportunities for service are 
great. 

The accomplishments of American medi- 
cine as measured by the progressively in- 
creasing health of our people are well 
known. We know full well that this high 
state of health has been gained not only 
through our efforts but through the efforts 
and accomplishments of other professions 
working also toward the common good. 

When a physician goes wrong and violates 
the principles of his profession more than 
usual notoriety occurs because of the moral 
traditions of his profession. Closer adher- 
ence to his moral code is expected of the 
physicians than of the tradesman or the 
merchant. We believe that medical organiza- 
tions have been a very powerful force in 
maintaining the high moral standards of the 
profession. This is perhaps all the more re 
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markable when we remember that the only 
hold a medical organization has over any 
member is the privilege of membership. 


Medicine and especially medical organiza- 
tion has been attacked most vehemently in 
this country for nearly a decade. We be- 
lieve that the basic purpose behind these 
attacks is socialization and regimentation 
of our people. Bismark demonstrated that 
when he could control and regiment the 
medical care of his people he could then 
much more easily control and regiment all 
the activities of his people. 


Organized medicine has been accused of 
restricting the numbers of medical students 
and medical graduates from selfish motives. 
The fallacious theory is promoted that if 
there were simply a much greater number 
of doctors everybody would automatically 
get much better medical care. Greater quan- 
tity does not necessarily imply better qual- 
ity. In 1906, when the population was very 
much smaller, there were 162 medical 
schools and over 25,000 medical students 
in this country. Due, admittedly, to the ef- 
forts of organized medicine there were in 
1920 less than half that number of medical 
schools and less than 14,000 medical stu- 
dents. The facts are that a large majority of 
the medical schools in 1906 were proprietary 
institutions operated for the profit of indi- 
viduals. These were not affilliated with uni- 
versities and many were simply “diploma 
mills.” Only a few came up to the standards 
of the schools of the United Kingdom, Ger- 
many and Austria. Since 1920 the surviving 
medical schools have increased the size of 
their classes as well as the quality of their 
work. In 1951 there were over 25,000 medical 
students in 79 medical schools. All these 
medical colleges have been approved by the 
Council on Medical Education and Hospitals 
of the American Medical Association and all 
but one are members of the American Asso- 
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ciation of Medical Colleges. All effort on the 
part of everyone concerned is definitely to 
increase the number of medical students. 
Over 300 more freshman medical students 
were admitted in 1950 than in 1949. By 1960 
there will be 30 per cent more annual medi- 
cal graduates than in 1950. This expansion 
is being achieved at no sacrifice of the high 
standards of training already attained. We 
believe that no thinking person would con- 
done the training of less competent physi- 
cians to care for your families and mine. 

You have all been aware of the great 
public educational campaign waged by the 
American Medical Association during the 
past three years. For many years organized 
medicine minded its own business and de- 
pended upon the increasingly better medical 
care rendered the people to maintain its rep- 
utation for intergrity and for competent and 
unselfish service. This campaign was at first 
defensive. Then as medicine realized that 
its subjugation was only one step toward the 
socialization of our nation the campaign 
became aggressive. We found that we had 
a common cause with other great profes- 
sions and many other great organizations. 
If medicine loses its freedom, not only will 
the quality of medical care of the people 
inevitably deteriorate but you, and you, and 
you, will very soon lose your freedoms also. 

We shall close these sketchy remarks with 
a quotation from Dr. John W. Cline, Presi- 
dent of the American Mediacl Association. 

“We are the most favored among nations 
because the light of liberty burns brightly 
here. Individual freedom, opportunity and 
incentive are the cherished birthright of our 
people. Likewise, we of American Medicine 
are most favored among doctors. We live 
and work in an atmosphere of individual 
liberty, and we have the priceless stimulus 
of academic and scientific freedom. We are 
strong because we possess the dignity of 
free men.” 


HAVE YOU MOVED? 


PLEASE ADVISE THE EXECUTIVE OFFICE 
OF YOUR CHANGES OF ADDRESS PROMPTLY 
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The committee of the A.M.A. charged with the responsibility of solving the shortage of 


interns discussed many angles of the problem and at last admitted defeat. 


Many distinguished physicians were present but to me they were largely of the “status 
quo” variety. That is, they remembered the time when they walked majestically down the 
corridors with an entourage of young doctors eager to catch a few crumbs that fell from 
the master’s table and who were more than anxious to do all the menial chores for the privi- 


lege. 


For many years surgeons never worked with less than three or four assistants, the 
three of lowest rank getting only a fair view of the operator’s back. Someone should tell 
them that times have changed. Fifteen years ago 95 per cent of the obstetrical patients were 


delivered in the home. Now practically all of them go to the hospital. If we trained, or 


half trained as some suggested, enough young doctors to continue the practice of the “good 


ol’ days” when they finally got through we would have a doctor on every quarter section 


and neither the doctor nor the patient doing well. 


Streamlining of hospital procedures would help. Training non-medical assistants to do 
the less important routines would do some good. Then there is always the horrible alter- 
native of resigning from the Country Club in order to get the work done. Anyway, I do 
not believe in importing foreigners with questionable training and more doubtful ideologies 
on the pretext of meeting the emergency. We have been stampeded by too many emergen- 


cies already. Expediency won’t do when sound principles are at stake. 


Pip 3 R heaps 


President 
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CURRENT ACTIVITIES AT THE OKLAHOMA 
MEDICAL RESEARCH FOUNDATION 


EpWARD C, REIFENSTEIN, JR., M.D., 
DIRECTOR 

This is the tenth in a 
— series of monthly articles 
— concerning the current ac 
tivities of the Oklahoma 
Medical Research Founda- 
tion. The purpose of this 





paper is to discuss the 
Research Hospital, the type of studies for which it is 
necessary, and the plans that have been evolved con- 
cerning it. This article presents some of the reasons 
that the Research Hospital was opened for patients 
on September 2, 1952. 

In the past year I have been asked many times by 
physicians and other friends of the Foundation through- 
out the State why it is necessary to have a special Re- 
search Hospital. I shall devote the first portion of this 
article, therefore, to a presentation of the differences 
between the activities in the Research Hospital and 
those in a diagnostic or treatment hospital, such as the 
University Hospital of the University of Oklahoma 
School of Medicine. 

Clinical investigation in the Research Hospital will 
involve: 1) metabolic balance determinations on pa 
tients during the acute and chronic phases of their 
illness, and before, during, and after their response to 
various agents and procedures; and 2) physiological 
measurements of the response of patients to medications 
and conditions of stress. 

Metabolic balance studies consist in placing a patient 
on a constant intake of minerals, protein, carbohydrate, 
fat, and thus of ealories, and collecting, for suitable 
periods, all of the materials lost from the body: urine, 
feces, sweat, blood, breast milk, vaginal discharge, 
wound seepage, and so forth, so that by determining 
the content of these minerals and food constituents in 
the diet and in such excreted materials a balance can 
be stuck between the intake and the output of these 
items. Such balance studies are performed for suitable 
periods before, during, and after the introduction of 
one factor, such as a therapeutic agent, or change in 
intake. Therefore, each patient serves as his own 
control. 

The keynote of successful balance studies is serupu 
lous accuracy in the most minute details. The potential 
sources of errors include: the design of the experiment; 
the preparation and the consumption of the diet; the 
collection, preservation and measurement of the excreta; 
the elimination of controllable variables in the patient’s 
environment; the sampling of the diet for analysis; 
the manipulations and analyses of the diet and excreta 
in the laboratory; and the assumptions and mathematics 
of the calculations. An unusually high degree of team 
work and morale must be maintained by all of the per 
sonnel involved in the study. Mistakes must be reported 
and not hidden: when an error has been made it may 
be possible to compensate for it so that part of the 
experiment can be salvaged and thousands of dollars 
of work and effort can be saved. Although the per 
sonnel are encouraged to maintain constant accuracy, 


and are reprimanded when errors are made (and some 
will be, inevitably), these workers are constantly re 
minded that they are in danger of being eliminated 
from the research team if they are caught concealing 
their mistakes. It is practically impossible to maintain 
morale of this caliber on the ordinary hospital ward. 


In order to consider some of these sources of error 
in more detail, let us take a hypothetical patient, Mrs 
A, and enumerate some of the problems in relation t 
her. Let us say that she has post-menopausal osteoporo 
sis, and it is desired to study the effect of an estrogenic 
preparation on the calcium, phosphorus, and nitrogen 
balances. The patient is admitted to the Research Hos 
pital for study. The amount of activity she can have 
is carefully planned so that it will be constant through 
out the weeks or months of investigation. Her likes 
dislikes and allergies in food are determined by the 
dietitian. As a first approximation, her diet is devised 
from food tables. This diet is planned by the dietitia 
and the physician so that it contains adequate calories 
a suitable ratio between the food constituents, and 
acid-base components, and the proper quantities of 
minerals. Such studies are usually done on a low calcium 
diet, to which is added daily a weighed amount of 
calcium gluconate. The calcium content of the drinking 
water must be constant, and the patients are usually 
given distilled water, measured but not restricted. The 
calcium content of tooth powder, and of the coatings of 
oral medications may be a source of error. 

The diet is usually devised so that there are two or 
three daily menus that are rotated to reduce the 
monotony. At intervals throughout the study the dieti 
tian prepares a sample diet which is analyzed in toto 
for all of its constituents in the chemical laboratory; 
these results are employed in the final calculations. The 
diet must be accurately prepared for each meal by 
the dietitians; certain foods are handled by special 
procedures; the fluids are measured; the amount of 
sugar and salt weighed out, ete. It is recognized that 
the mineral and protein contents of the same food-stuffs 
fluctuate from time to time, depending upon such 
factors as soil, climate, method of preservation, and 
so forth. These fluctuations in content are decreased by 
a eareful selection of the type of food employed, and 
by the purchase of a large amount of each commodity 
from one stock source at the beginning of each experi 
ment. Finally, the dietitian must see that the patient 
eats all of the diet, that the dishes are scraped clean 
with the fingers or special spatulas, and that any por 
tions of food that the patient can not be prevailed upon 
to consume are sent to the laboratory for analysis so 
that the daily intake can be corrected for these rejec 
tions. The art as opposed to the science of dietetics is 
not lost sight of. The diet must be sufficiently attra 
tive, properly served (so that foods that should be cold 
are cold and those that should be hot are hot), and 
presented in an appealing environment by pleasing per 
sonnel so that the patient will eat it for as long as 
desired; this often may extend into months. 

Since our patient, Mrs. A, is to be on a ecaleium 
balance study, it will be necessary to analyze the feces 
for calcium content. Bowel movements fluctuate fron 
day to day to such an extent that a ‘‘feeal period’’ of 
less than six days is of little value. This means that all 
of the feces are collected each day for six days in one 
pail using a commode, and then analyzed to give one 
single value for the fecal calcium exeretion for this 
six-day period. Obviously from a statistical point of 
view, at least three fecal values must be obtained befor: 
a change in regimen can be introdeced. Thus, a study 
with at least 18 days of control, at least 18 days o1 
medication, and at least 18 days after medication is dis 
continued, is the minimum than can be planned for the 
investigation. Since the effects of estrogen on calcium 
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excretion persist for at least 36 days after the ad- 
ministration of the medication is terminated, the study 
will usually run longer than the minimum 54 days first 
mentioned. In addition, the patient is always placed 
on the diet for about a week before the balance col- 
lections are started in order that she may become 
stabilized in equilibrium before the control phase is 
begun. During this week, minor adjustments are made 
in the diet to suit the patient’s taste. Certain basic 
medications may have to be given throughout the study, 
and these are started at this time. Examples are: digi- 
talis (for a cardiac patient) or vitamins (such as 
vitamin D to offset the fluctuations in the ultraviolet 
light content of sunlight with progression of the 
season). Changes in the external temperature may lead 
to changes in the loss of various salts through perspira- 
tion, and these losses may require compensation. During 
the first week the investigator, the head nurse, and the 
chief dietitian carefully and repeatedly instruct the 
patient concerning all phases of the program and its 
objectives in order to obtain his full understanding and 
cooperation in the research project. 


Depending on the requirements of the particular 
study, the urine collections may be analyzed in 24-hour 
amounts, or pooled in two-day, three-day, or six-day 
periods to correspond with the fecal collection periods. 
The collections must be timed to the minute, the 
amounts recorded, and the jars stored at all times in 
the cold room. Great care must be exercised so that 
none of the specimen is lost, and so that the bottle of 
some other patient is not used by mistake. Every nurse, 
orderly, physician, or volunteer who assists in the col- 
lection of the specimens must be alerted to the need 
for accuracy each day. A night nurse or orderly who 
is half-asleep can ruin several studies by mixing or 
disearding specimens. This one factor alone is almost 
impossible to control in the ordinary hospital ward. 


When Mrs. A. is first admitted she is told that she 
must not eat anything brought in by visitors; to en 
foree this requires constant vigilance on the part of 
the nursing staff. Patients also forget that they are on 
collections of exereta, and inadvertently discard the 
specimens; again all personnel must be constantly on 
guard. In the Research Hospital all available toilets are 
kept locked and the patient must consult a nurse or an 
orderly to obtain a key. This is obviously impossible 
in a routine diagnostic hospital. 
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It is a standing rule in a metabolic balance stud) 
that no medication or change in the regimen of any 
patient may be initiated without the specific permissio 
of the physician in charge of the particular stud) 
The interne who unwittingly prescribes a sedative, a 
aspirin, or other medication during the night roun 
may ruin the study. The nurses in the Research Hi 
pital are instructed not to administer such medications 
without the proper authorization. The fact that the 
interne, the resident, or the consultant feels that ths 
medication is indicated, and that it will not affect tl 
study is no excuse for breaking the rule. Even 
emergency situations the physician in charge of tl! 
research study must be consulted. Such factors 
these are very difficult to control in an ordinary h 
pital ward. 

The administration of medications and experiment 
procedures are planned for a specific daily time schedul 
and must be carried out on time in order to mainta 
the uniform environment of the patient. The drawin 
of blood for chemical determinations must be performed 
on schedule, also, so that the patient’s standard routin 
of intake and medication can be maintained. Patients 
must be weighed under uniform conditions. It may be 
that the basal metabolic rate is being determined reg 
ularly to assure that the patient’s basal calorie requir 
ments have not been altered. All such procedures must 
be carried out on schedule. The records on all specimens, 
and the notes of all maneuvers that involve the patient 
must be kept accurately and up to date. In the Research 
Hospital, the nurses’ notes form a vital part of the 
data of the research study. In order to maintain a 
constant state for the patient, the environment of the 
research ward must be kept calm and even from day 
to day, and the patient must be protected from the 
emotional fluctuations that are inevitable in the ordin 
ary hospital ward. Mrs. A’s hormone and chemical 
balance could be distorted for days by a sleepless night 
of listening to the moans of a patient with renal colic 
or the cries of a confused psychotic. 

All of the types of investigation in the Research 
Hospital require a tremendous concentration of attention 
on the patient and on all of the details of the study. 
This includes every person (nurses, dietitians, orderlies, 


physicians, internes, residents, consultants, other pa 


tients, maids, cleaning workers, volunteers, and visitors) 
who in any way comes in contact with the patient. This 
fact, in itself, eliminates the use of hospital beds in 


FIGURE 1. The Oklahoma 
Medical Research Hospital and 
Its Relationship to the Research 
Institute Buildina. 

The long one-story building 
in the forground is the Research 
Hospital with an entrance from 
the circular lobby (on the left) 
of the Research Institute build 
ing. At the opposite end of the 
Research Institute building 
from the lobby and parellel to 
the Research Hospital is the 
Animal Wing. Between the Re 
search Hospital and the Animal 
Wing is a parking space for 
the Oklahoma Medical Research 
Foundation Staff, while in the 
immediate foreground (at the 
bottom) is a parking space for 
guests, patients, and visitors 
that is accessible from North 
east 13th Street. The recently 
enlarged University of Okla 
homa School of Medicine is be 
hind the Foundation building. 
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a routine hospital ward for most types of research 
studies, because the personnel are too busy with other 
tasks, lack specialized training, change assignments too 
frequently, lack centralization of authority, are present 
dence over the prosecution of the research to give the at 
tention to the investigation that is required. 

As indicated above, such considerations apply most 
forcefully to the conduct of metabolic balance studies. 
The general procedures to be followed may be studied 
in detail in the following reference: Reifenstein, E. C., 
Jr., Albright, F., and Wells, 8. L.: ‘*The Accumulation, 
Interpretation, and Presentation of Data Pertaining to 
Metabolic Balances, Notably Those of Calcium, Phos 
phorus, and Nitrogen,’’ J. Clin. Endocrinol. 5:367-395, 
1945. Attention is called to the fact that Miss 8. L. 
Wells mentioned in this reference is now Director of 
Dietetics for the Research Hospital, and that the meth 
ods that we have described in this paper were carried 
out on a metabolic ward where the Head Nurse was 
Miss Marian MacAulay, now Director of Nursing of 
the Research Hospital. Thus, the people in charge of 
such metabolic balance studies in the Research Hospital 
are unusually well qualified in this field. The paper re 
ferred to above is now a standard reference for 
metabolic balance studies in most of the research in 
stitutions in the English-speaking world. 

The details that have been given describe clearly the 
differences between the activities in investigative regi 
mens and those in an ordinary hospital ward. It is ap 
parent that the special facilities of the Research 
Hospital of the Oklahoma Medical Research Foundation 
meet the requirements for intensive research on patients 
in a manner that could not be even approximated in a 
diagnostic and treatment hospital. 

Let us consider briefly the history and development 
of the Research Hospital, and the plans that have been 
evolved for it. In 1949, while the Research Institute 
building was being constructed, the Foundation received 
a generous construction grant from the National Insti 
tutes of Health in Washington, D. C. The funds, which 
totaled $225,000.00, were given as equal contributions 
from the National Cancer Institute and the National 
Heart Institute. With this money and with additional 
funds supplied by the Foundation, a Research Hospital 
wing has been constructed at right angles to the Re 
search Institute Building with an entrance from the 
main lobby (see Figure 1). The Research Hospital, a 
one-story building with walls of sufficient strength s¢ 
that two additional floors can be added when expansion 


becomes necessary, has 14 patient rooms which are de 
signed to provide 22 beds for research. In addition, 
there is a diet kitchen and a diet serving-pantry; a 
dining room for the patients; offices and utility rooms 
for the nurses, the dietitians, and the professional 
staff; a room for the x-ray equipment; a_ special 
treatment room; and a recreation room for the patients. 
The construction work on the Research Hospital was 
completed in June, 1951. 

The basic furnishings of some of the Research Hos- 
pital rooms have been provided in part by the generous 
contributions of philanthropic individuals and of various 
business and professional clubs. The list of donors in 
cludes: Mr. and Mrs. W. E. Smeltzer, Oklahoma Ctiy; 
Mr. and Mrs. Roy Staton, Oklahoma City; Mrs. Frank 
Tobin, Shawnee; the Business and Professional 
Women’s Club, Dunean; the Business and Professional 
Women’s Club, Oklahoma City; the Hospitality Club, 
Oklahoma City; and the Junior Hospitality Club, Ok- 


lahoma City. These contributions have made possible’ 


the purchase of hospital beds, utility tables, chairs, 
lamps, drapes, and similiar equipment of the most prac- 
tical and most improved design. As has been pointed 
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out already in this article, many of the patients who 
will be studied will be in the Research Hospital for a 
long period of time, and many of them will be hos- 
pitalized only because they are under investigation. For 
these reasons, considerable effort has been expended in 
making the hospital as attractive as possible to these 
patients. An important part of this effort has centered 
about the development of an adequate lounge for the 
recreation of the patients. This room -is equipped with 
comfortable chairs and reading lamps, tables for games, 
a television set, and bookshelves. In addition, a small 
hand loom and other facilities for occupational therapy 
will be provided. A series of cupboards have been 
constructed at one end of the lounge so that each pa 
tient can keep his occupational materials in his ow: 
compartment. Attractive drapes help to create a home 
like environment. All of the furnishings of this patient 
lounge have been generously donated by the Oklahoma 
Chapter of the United Brotherhood of Carpenters and 
Joiners of America. Each room that has been furnished 
by these individuals and civic organizations is identified 
by a suitably inscribed bronze plaque on the corridor 
wall adjacent to the door of the room. 

The scientific and administrative staffs of the Foun 
dation have spent many hours in the past months de 
veloping the plans for the administration of the Re 
seareh Hospital and for the conduct of clinical research 
in it. Lists of scientific equipment and supplies were 
devised, offered for competitive bidding, and finally 
placed on order. Nursing and dietetic equipment and 
supplies were processed in a similar manner. Equipment 
for making roentgenograms and performing fluoroscopy 
was selected with great care. The required number of 
additional personnel was determined and their duties 
and functions carefully outlined. The minimum com 
plement for the initial operation included 10 individ 
uals: five nurses in addition to the Director of Nursing, 
one dietitian in addition to the Director of Dietetics, 
two orderlies, and two hospital maids. Plans were form 
ulated for the installation of telephone service, for the 
extension of existing facilities for light, heat, water, 
air-conditioning, cleaning, and other maintenance of 
the Research Hospital wing, and for the provision of 
adequate insurance and fire protection. A manual of the 
procedure for the nursing, dietetic professional, and 
technical activities is being developed. Attention has 
been given to such problems as the admission forms and 
hospital records; the storgae of hospital documents, 
food, equipment, supplies, furnishings, and patient be 
longings; and the purchasing and receiving of hospital 
materials. 

The Research Hospital is primarily designed for an 
intensive investigation of certain problems. Each patient 
who is admitted there will be chosen by the staff with 
eare because he or she presents the most favorable 
opportunity for the study of the given problem. Such 
studies involve many quantitative chemical and biologi 
eal determinations. Most of these will be performed 
in the Central Research Laboratory which has been de 
veloped on the third floor of the Research Institute 
Building. This unit, which was built to order by the 
scientific staff, is now in operation with four techni 
cians, and with additional places for three more persons 
as soon as they become available. A number of the 
methods have been set up and the technics standardized 
Some of the professionally-trained members of the Sei 
entific Staff of the Foundation have special supervisory 
duties in the Central Research Laboratory, which is 
under the general direction of Dr. Charles D. Kocha 
kian, Associate Director of the Oklahoma Medical Re 
search Institute. Dr. R. Palmer Howard supervises thi 
Tissue Laboratory; Dr. Leonard P. Elie}, the Electro 
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Stress... 


Stressor factors which evoke autonomic responses 
occur often in our civilization. They are not always 
of external origin, frequently, stress springs from 
the “well of uncertainties, the fears, the angers, and 
the hostilities that an inadequate childhood nurtures 
in troubled people in a troubled world.” ! 






FREQUENCY AND SEVERITY OF ATTACKS 














STRESSOR FACTORS 


MOTHER BETTER ——__—_—__»| 8 


CHILO 1k) ——__——____ 8 


DIFFICULTIES WITH CHILDREN-|2 
ANNOYED WITH HUSBAND — 


LOSS OF WEIGHT ——_—_—___> 
CAME TO CLINIC ———__—_— 


MOTHER ILL 
PREGNANT 
TENSION OVER 
HOUSEKEEPING 


After: Relationship Between Life Stress And Symptoms — 
Stevenson, I.: G.P. 4: 67 (Dec.) 1951 

When emotions aroused by these stresses are not 
dissipated in appropriate biological behavior, height- 
ened autonomic impulses beat against a “moored” 
physique. ? 

Incessant “emotional buffeting” impinged on 
labile autonomic pathways is likely to produce 
deviations from normal body function and a rash 
of symptoms. In such cases, both branches of the 
autonomic nervous system are involved. For symp- 
tomatic relief oral administration of cholinergic 
and adrenergic blocking agents and central sedation 
has proven successful. Drugs effective for the sev- 
eral actions respectively are: belladonna alkaloids, 
ergotamine tartrate and phenobarbital. These drugs 
may be used individually or in combination,* as 
required by the individual case, to effect more stable 
function of the autonomic nervous system, thereby 
“dampening” overactivity of the involved organ 
systems. 

* Dosage of each ingredient adjusted to the needs 

of the particular patient. 


1Cleghorn, R. A. and Graham, B. F.: Recent Progress 
in Hormone Research, Vol. IV, New York, Academic 
Press, Inc., 1949, p. 323. 


— Pp barmaceuticals 
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lyte Laboratory; Dr. Peter E. Russo, the Isotope Lab- 
oratory; and Dr. Corinne Keaty, the Bioassay Labora- 
tory;—these are but some of the units in the Central 
Research Laboratory. 

During the past year the members of the Scientific 
Staff of the Foundation have made application to var- 
ious national organizations, societies, and pharmaceuti 
eal companies for financial support for specific projects. 
At the present writing, about $210,000.00 has been 
awarded to the Foundation as the result of these efforts, 
and of this, $140,000.00 was made available to the 
staff only because clinical research involving the use 
of the Research Hospital would be undertaken. These 
funds help to support the salary and maintenance bud- 
gets of the Research Hospital, of the Central Research 
Laboratory, and of the special laboratories of the 
individual investigators. 

Because the planning and equipping phase of the 
Research Hospital operation was completed, and be 
eause funds from grants-in-aid were available for the 
major portion of the expenses involved, the time was 
reached to open the Research Hospital. The budgets for 
the integrated action of the Research Hospital and the 
Central Research Laboratory were approved by the Sub- 
committee on the Budget, and the research plans were 
carefully scrutinized and completely endorsed by a Re- 
search Advisory Council, including Dr. George H. Gar- 
rison, Dr. Robert H. Bayley, Dr. Samuel Binkley, Dr. 
John Burton, Dr. Howard C. Hopps, Dr. F. J. Reich 
mann, and Dr. Henry H. Turner. The Executive Com 
mittee of the Oklahoma Medical Research Foundation 
took cognizance of these facts, and on July 2, 1952 
approved the opening of the Research Hospital Tuesday, 
September 2, 1952. On this date the last major unit of 
the Foundation’s broad research program began opera- 
tion. The citizens of Oklahoma may well be proud of 
having a Research Hospital with the facilities here 
described as an integral unit of the rapidly developing 
Oklahoma Medical Center. 


(Continued From Page 315) 
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GIVE SUPPORT 


Two $100.00 donations have been made to the Ameri 
ean Medical Education Foundation by the Men’s Din 
ner Club of Oklahoma City, it has been annougeed by 
Hiram W. Jones, Executive Secretary. . 


DOCTORS, PHARMACISTS MEET 


Members of the 12th District Oklahoma Pharmaceut 
ical Association met with members of the Pottawatomie 
County Medical Society July 16 to discuss the Durham- 
Humphrey Bill. Program was planned by Gordon 
Richards. Forty-five physicians, pharmacists and guests 
were present including Alfred R. Sugg, M. D., Ada, 
O.S.M.A. President; O.S.M.A. Executive Secretary Dick 
Graham; O. C. Borgden, Woodward, President of the 
Pharmaceutical Association; Lawrence Northcutt, Ponca 
City, President-elect of the Pharmaceutical Association; 
Pete Weaver, Stillwater, secretary of that group and 
Gordon Richards, Shawnee, of the Pharmaceutical Board 
of Examiners. 
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LIFE, HONORARY MEMBERSHIPS 
FIFTY YEAR PIN PRESENTED 


Five Oklahoma physicains have recently been awarded 
Life Membership certificates in the Oklahoma State 
Medical Association while one pioneer physician, Finis 
W. Ewing, M.D., Muskogee, has received and Honorary 
Membership certificate. Physicians who are recent re 
cipients of the Life Membership awards are E, 8, Crow, 
M. D., Olustee; 8S. B. Leslie, M. D., J. A. Mitchener, 
M. D., and J. C. Matheney, M. D., all of Okmulgee, 
and H. D. Boswell, M. D., Henryetta. 

Doctor Crow’s Life Membership was presented by 
McLain Rogers, M.D., Clinton, who also awarded Doe 
tor Crow a 50 Year Pin. The Jackson County Medical 
Society and Auxiliary were hosts at the banquet honor 
ing Doctor Crow, who came to southwestern Oklahoma 
in 1902 soon after he completed his schooling at the 
University of Georia. At the age of 74, Doctor Crow 
is still an active physician and Olustee’s only doctor. 

Presentation of the Honorary Certificate to Doctor 
Ewing was made by Alfred R. Sugg, M. D., Ada, 
O. S. M. A. President at a councilor district meeting 
at Greenleaf Lake Lodge near Muskogee. Doctor Ewing, 





who was born January 10, 1867, began active practice 
at Blue Grove, Texas, before his 1905 graduation from 
Baltimore Medical College. He served as president of 
the Muskogee County Medical Society in 1919 and as 
president of the Muskogee Sequovah Wagoner Counties 
Seciety in 1938 and in 1940 was State Medical Associ 
ation president, He served on the Board of Medical 
Examiners from 1943-1947. Certificates were presented 
to Doetors Leslie, Mitchener, Boswell and Matheney in 
absentia at the Ninth Councilor District meeting. 


PR INSTITUTE HELD 


R. Q. Goodwin, M.D., Chairman of the Association 
Public Policy Committee, Oklahoma City; A. R. Sugg, 


M.D., O.S.M.A. President, Ada; John E. MeDonald, 


M.D., President-Elect, Tulsa; Mrs. Muriel Waller, Ex 
ecutive Secretary of the Oklahoma County Medical So 
ciety; Jack Spears, Executive Secretary of the Tuls: 
County Medical Society; and Dick Graham, Executive 
Secretary of the O.S.M.A. attended the first annua 
A. M. A. Public Relations Institute at the Edgewat« 
Beach Hotel in Chicago September 4-5. The meetin; 
was one of the largest ever attended by officers ar 
members of state and county societies. 


COLLEGE OF CHEST 
PHYSICIANS MEET 


Six Oklahomans were among the 932 physicians a1 
guests who attended the 18th Annual Meeting of tl 
American College of Chest Physicians, held at tl 
Congress Hotel, Chicago, in June. 

Oklahoma physicians present were: Paul B. Linge 
felter, M. D., Clinton; C. E. Bates, M. D. and Phili 
M. MeNeil, M. D., both of Oklahoma City; D. W 
McCauley, M. D. (member of the Board of Governors 
Okmulgee; Felix R. Park, Sr., M. D., Robert M. She; 
ard, M. D., and Robert M. Shepard, Jr., M. D., all « 


Tulsa. 


REPRESENTATIVES ATTEND 
ARKANSAS CONFERENCE 


Aifred R. Sugg, M.D., Ada, O.S.M.A. President; ar 
John K. Hart, Associate Executive Secretary, attende 
the Second Arkansas Rural Health Conference held 
the Hotel Marion in Little Rock, August 7 and 8. 

Featured speaker at the dinner August 7 was F. J. I 
Blassingame, M.D., Wharton, Texas, member of th 
Board of Trustees of the American Medical Association 
who spoke on the subject, ‘‘It’s Every Man’s Job.’ 

Approximately 600 persons associated with extensio1 
services, farm bureaus, medicine, etc. attended th 


meeting. 





Lert To Rigut—Alfred R. Sugg, M.D., Ada, O.S.M.A. President, congratulates Finis Ewing, M.D., Muskogee aft 


er presenting a 50 Year Pin to Doctor Ewing. Shade Neely, M.D., Councilor, District 9, also of Muskogee and lo 


time friend of Doctor Ewing, also appears in the picture. 


Right, Charles Green, M.D., Lawton, pins a 50 Year P 


on G. W. Baker, M.D., Walters, at ceremonies sponsored by the Comanche-Cotton County Society. 
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BOOK REVIEWS 


’ 


RGERY OF THE ENDOCRINE SYSTEM. James 
». Hardy, M. D., F.A.C.S. illustrated. W. B. Saun- 
lers Company, Philadelphia and London, 1952. 
*rice $5.00. 

The 142 page monograph of Surgery and the Endo 

e System is an excellent readable and understand 
e presentation of a very facinating subject. It is a 
1k which every surgeon, internist, interne and medical 
dent should red. The subject matter is so well or 
ized and so well presented that it can be read on 
Sunday afternoon much like any novel. 

t is obvious that the author has devoted much time 
experimental investigation in the field of endocrin- 
gy as it affects te surgical patient. When his experi 
e has been limited in a particular field, or when the 
ject is controversial in nature, he has made good use 
the experiences and opinions of others as recorded 
the literature on that particular subject. Accordingly 
bibliographies are excellent and most complete. 

The author says in his preface, ‘‘Our first objective 
writing this volume has been to outline the mechan 
s by which the patient survives injury, and to at 
ipt to clairfy for the general surgeon ways in which 
tain recent advances in physiology affect surgical 
cre. That is, we have endeavored to indicate the phy 
s\ logic bases upon which intelligent management may 
e hance the capacity of the patient to withstand sur 
gery.’’ 

The first six chapters deal with the physiology of the 
e doerine glands and the application of these principles 
t. the patient experiencing trauma, surgical or other 

se. 

Che first chapter deals with the alarm syndrome and 
brings together all available material concerning what 
happens when the patient is subjected to trauma. The 
author explains the mechanism by which the body is 

e to respond to stress through the pituitary-thyroid 
a/renal axis and the importance of this reaction in 
suring a successful operation. 


That defects may be present in any surgical pa 


nt’s stress mechanism should be kept uppermost in the 
surgeon’s mind and these defects should be diagnosed 
operatively. This has been emphasized and reempha 
sized by the author in his book and he takes great pains 
to clearly and concisely elaborate Thorn’s test usnig the 
eosinophil count. Appropriate supportive therapy can 
and should be given any patient who is about to under 


surgery and who shows a defect in his stress mechan 


Chapter 2. ‘‘Metabolic aspects of Body Fluid Regu 
lation and of Shock’’—deals with the role of the various 
locrine glands in regulating body fluids and electro 
lyte metabolism. Doetor Hardy lists suggestions for 
administering fluids in the immediate post-operative 


period. He also presents, in chart form, the causes of 
post-operative oliguria and offers ‘‘hints’’ concerning 














PHARMACEUTICALS 
A complete line of laboratory con- 
trolled ethical pharmaceuticals. Chemists 


to the Medical Profession since 1903. 


their management. The chapter is concluded with a 
discussion of the metabolic aspects of shock and con 
sideration of evidence supporting the thesis ‘‘that the 
liver is the organ primarily concerned with the pereven 
tion of irreversible shock.’’ 

The fourth chapter: ‘‘The Physiologic Basis of 
Early Ambulation,’’ contains a brief history of early 
ambulation in the United States, as wel as a discussion 
of the metabolic effects of prolonged immobilization. 
The author in this chapter presents evidence to support 
‘*the view that early ambulation hastens the total re 
habilitation of the individual following injury.’’ 

The last five chapters deal with the various path 
ologie states of each endocrine gland and the specific 
problems of diagnosis and management of these disease 
entities which are of particular interest and importance 
to the general surgeon. This is not a book of operative 
technic but a practical presentation of the newer diag 
nostic procedures as related to surgical diseases of the 
endocrine glands and of the management of complica 
tions following surgery. Each endocrine gland is con 
sidered separately and following a review of the physi 
of the gland and a discussion of the pathologic lesions, 
the author states the proper surgical management of 
each entity. Particular emphasis is placed on the compli 
cations that can occur following surgery on these 
glands and steps which can be taken to prevent or treat 


these complications are stressed. 


The practical nature and the importance to the pa 
1 the etxt plus the 


tient of the material presented 
clarity with which it is presented, make Doctor Hardy’s 
book required reading for every surgeon and every in- 
trenist—in fact for every physician.—Richard E. Me 


Dowell, M.D. 


MANUAL OF ELECTROCARDIOGRAPHY by Benja 
min F. Smith, Elservier Press Ine., Houston—New 
York, 1952. 

In 208 pages and 119 figures, the author introduces 
the subject of electrocardiography for ‘* medical stu 
dents’’ and ‘*‘ practicing physicians.’’ The text is aimed 
at starting ‘‘the student on the road to becoming an 
electrocardiographer, not @ mere pattern recognizer 

One might justly question the advisability of these 
aims. Moreover, this text which devotes only 58 pages 
to basic principles and 150 pages to ‘‘pattern recog 
nizing’’ will not, in the reviewer’s opinion, divert many 
of its students from the alter to the former approach. 

Unique, is a single-handed exercise for the reader of 
correlating some 21 eleectrocardiograms with autopsy 
findings—a difficult but interesting task for the experi 
enced electrocardiographer. 


1 ‘‘easy reading style’’ and 


The text is well written i 
the figures are of first rate quality Robert H. Bayley, 


M.D. 


THE ZEMMER CO., PITTSBURGH 13, PA. 
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OBITUARIES 


JOHN S. PINE, M.D. 
1875-1952 
John 8. Pine, M.D., pioner Oklahoma City physician 
who built the Medical Arts Building, died July 4. 


Doctor Pine was born July 26, 1875 in Green Spring, 


Frederick county, Virginia. He received his M.D. degree 


from the University College of Medicine, Richmond, Vo., 
May 2, 1901. He spent seven years practicing at Leb 
anon Church, Va., before moving to Oklahoma City 
November 4, 1908, 

He was active in civic and medical affairs until his 
retirement in December, 1949. 

Survivors include his widow of the home, one sister 


and a stepson. 


J. E. CHILDERS, M.D. 
1886-1952 


J. E. Childers, M.D., died June 1 following 
heart attacks. 


several 


Doctor Childers was born October 11, 1886, near 
Ripley, Miss. He attended the University of Missis 
Sippel and obtained his Doctor of Medicine degree in 
1915 from Vanderbilt University, Nashville, Tenn. He 
was with the Indian Service from 1917 to 1925 when 
he moved to Tipton. 

He was a member of the Methodist church, Lions 
Club, Chamber of Commerce, Masonic Lodge and Okla 
homa Field Trial Association. 

Survivors include the widow of the home, two sons, 


six grandchildren, two sisters and two brothers. 


G. L. BERRY, M.D. 
1893-1952 


G. L. Berry, M.D., Lawton physician died may 
Death was attributed to a heart attack. 


Doctor Berry was born April 8, 1893 at Tyndall, 8 
and was graduated from University of lowa Medi 
School in 1923. He served his internship at St. Anth« 
Hospital, Oklahoma City. He practiced in Blackw 
from 1925 to 1935 and then went to Chicago for stu 
leading to eye, ear, nose and throat specialty. He mov 
to Lawton in 1950, 

He was a member of the Methodist church, E 
Lodge, Country Club, Rotary Club and was an honora 


member of the Kiwanis Club. 


Survivors include his widow of the home, a daught 


one son and one step-son, and four grandchildren. 


R. H. SHERRILL, M.D. 
1885-1952 


R. H. Sherrill, M.D., Broken Bow, died July 1 at | 
home in Broken Bow. 


Doctor Sherrill was born December 4, 1885 at F: 
eon, Arkansas and came to Broken Bow in 1914. 1 
had resided in Broken Bow since that time except du 
ing the period he served as a lieutenant in the medi 
corps during World War I. 


Surviving are his widow of the home, three sons, thre 


sisters and three grandchildren. 


SOUTHWESTERN SURGICAL CONGRESS 
TO HOLD DALLAS MEETING 


The Fourth Annual Meeting of the Southwestern Sur 
gical Congress will be held October 20, 21 and 22, 1952, 
at Baker Hotel, Dallas, Texas. In additicn to scien 
tific papers by members of the Congres, the following 


guest speakers will be presented during the sessions: 


Joseph G. Hamilton, M.D. Director, Croker Radiation 
Professor of Medical Physics, Professor of 
University of 


Laboratory ; 
Experimental Medicine and Radiology, 
California, Berkeley and San Francisco, California; 
Mark M. Ravitch, M.D., Assistant Professor of Surgery, 
John Hopkins; Assistant Surgeon, John Hopkins Hos 
pital, Baltimore, Maryland; William Perrin Nicholson, 
Jr.. M. D. Atlanta, Georgia; John D. Stewart, M.D., 
Professor of Surgery, Buffalo; Chief of Surgery, Ed 
ward J. Meyer Memorial Hospital, Buffalo, New York; 
Gershom J. Thompson, M.D., Professor of Urology, 
Mayo Foundation; Head of Section, Urology, Mayo 
Clinic, Rochester, Minnesota; and, Charles L. Martin, 
M.D., Professor of Radiology, Southwestern University 
Medical College, Dallas, Texas. 





These guest speakers will participate in roundtal 


discussions to be held daily during the meeting. Ea 
afternoon session will include a one-hour panel diseu 
sion, with the following specialists serving as Moder 


tors: 


ANESTHESIA—Earl F. Weir, M. D., Director, Di 
partment of Anesthesiology Baylor University Hos 
pital, Dallas, Texas; GYNECOLOGY—J. P. Pratt, 
M. D., Consultant, Department of Gynecology,—Henr 
Ford Hospital, Detroit, Michigan; and TRAUMATI( 
INJURIES—/. Albert Key, M. D., Clinieal Professor 
of Orthopedic Surgery,—Washington University Sche 
of Medicine, St. Louis, Missouri. 


There will also be a motion picture period each da 


All physicians are cordialy invited to attend. For 
further information please write The Southweste1 
Surgical Congress, Central Office—1227 Classen, Ok! 


homa City 3, Okalhoma. 


Register and Vote? 
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HAVE YOU HEARD? 


T. H. McCarley, M.D., McAlester, sponsor for the 
itheastern Oklahoma Medical Assistants Society, 
ke to the group recently at a regular meeting on 
lighlights in the History of Medicine.’’ 


George L. Winn, M.D., formerly with the Postgrad 
te Department at the University of Oklahoma School 
Medicine, has joined the Balyeat Hay Fever and 
thma Clinic, Oklahoma City. 


Paul O. Shackelford, M. D., formerly of 
his third and final year as a resident in the depart 


Tulsa, is 


nt of dermatology at Columbia University College 


Physicians and Surgeons, New York. 

Lt. Col. Claude B. Knight, Wewoka, is vice president 
the 38th Parallel Medical Society of Korea, 

Robert R. Dugan, M.D. has recently moved to Ponca 
y and is assistant chief surgeon of the Continental 
Company 

Leonard L. Kishner, M. D., Tulsa, has been named a 
low in the Academy of Pediatrics. 

Jack D. Fetzer, M.D., formerly of Cherokee, has re 
tly moved to Woodward. 

harles L. Reynolds, M.D., Weleetka, has been named 
ef of staff of the Okfuskee Memorial Hospital. He 
26 years old and is believed to be one of the youngest 
tors in the nation to hold the chief of staff position. 


M.D., 


full time physician at the 


inthony M. Grandport, 
rth Dakota, is the new 


lahoma State Reformatory, Granite. 


O pisso, formely of 


R. Q. Atchley, M. D., showed motion 


tures of a fishing trip to Canada at a meeting of 


Tulsa, recently 


Engineers Club of Tulsa. 


iW. M. Hindman, M. D., formerly of Sapulpa, has 
ved to Detroit, Mich. where he will take courses in 
hology at Wayne University Medical School. 
Chadwick Johnson, M.D., who has been taking a 
t graduate course in internal medicine at the Uni 
sity of Virginia, has returned to Sand Springs to 
1 his father R. R. Johnson, M.D. in the practice of 
licine. 
M.D., Durant, has moved his offices to 


Evergreen Sanitarium. 


E. Sawyer, 


{. K. Cor, M.D. has returned to Watonga after two 
rs in Florida where he was associated with the 
S. Public Health Service. 

‘rancis E. Smith, M.D., a 1950 graduate of the Uni 
ity of Oklahoma School of Medicine, has joined 
tors Lattimore and Taylor in Kingfisher. 


Carl H. Bailey, M.D. has recently completed the new 


Glendale Hospital at Stroud. Associated with Doctor 


ey is Ross P. Demas, M.D. 


Charles T. 


practice in 


Kent, M.D., a native of Enid, 
Bristow. 


has opened 
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CLASSIFIED ADS 


FOR SALE: One Castle gas autoclave 24°’ x 36,’’ 


nearly new. One gas instrument sterilizer Castle 16°’ 


x 18,’’ thermostatically controlled. Two five gallon 


water tanks with water distill attached. All of this 


equipment is guaranteed to be in excellent working con 
dition. Write Key A., care of the Journal. 
FOR SALE: 10 room rospital, furnished, equipment. 


All Simmons equipment adjustable Simmons beds, 


dresser, beside cabinet, new G. E. portable x-ray ma 


chine, baby incubator. Write Key B, care of the 
Journal. 
FOR SALE: Portable G. E. x-ray, complete with 


developing tank, film holders, viewing box, fiuoroseope, 
lead apron, darkroom light and timer. Perfect condition. 


Half price. Write Key P, care of the Journal. 


FOR SALE: 
alone or with complete office equipment. N. E 
1438 N, E, 23rd, Oklahoma City, Okla. 


Complete new x-ray and equipment 


Ruhl, M.D., 


FOR SALE: Late 
transcriber. A-1 condition. Write Key W, care of the 


model Dictaphone complete with 


Journal. 


Standard office scale, ad 


FOR SALE FOR CASH: 


justable chair table, instruments (including forceps, 


scissors, knives, probes, speculae, ete.), instrument stand 


with glass enclosed cabinet, monocular microscope, Sim 
plex one-speed centrifuge (electrically operated), leather 


ob. bag and leather Boston bag (medicine case), both 


- 


bags fitted. Library includes texts old and new and 


Davis’ Gynecology and Obstetrics, and Tice and Bren- 
neman’s Practice of Pediatrics. For further information 
contract Mrs. H. A. Street, N.W., Ard 


more, Phone 4894. 


Higgins, 820 E. 
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New 2-Way Aid in ACNE 
Now hide and treat acne blemishes simultaneously with new 
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Official Proceedings of the House of Delegates 


OKLAHOMA STATE MEDICAL 


MAY 


ASSOCIATION 


1952 


MINUTES OF THE SECOND SESSION 


The second session of the House of Delegates was 
called to order by the Speaker in the Hall of Mirrors, 
Municipal Auditorium, Oklahoma City, Oklahoma, at 
7:00 P. M. Ned Burleson, M.D., Chairman of the Cre- 
dentials committee, stated that a quorum was present. 

The Speaker called for the presentation of any un- 
finished business. None was forthcoming. 

The Chair then called for a report from the Reference 
Committees. The first of these was the Constitution and 
Bylaws Committee and J. E. Highland, M.D., Chairman, 
made the report. He submitted the following proposed 
amendments: 

1. CHAPTER 1, Section 1 


Line 11, after the word ‘* Examiners’’ 


Eligibility 
delete the 
period and insert words and figures reading as follows: 

**, and whose Federal narcotics permit has not been 
revoked nor surrendered nor the issuance of such a pet 
mit denied, because of alleged violations of State or 
Federal Narcotics laws, provided, however, that any doe 
tor of medicine whose narcotics permit has been revoked 
or surrendered or the issuance thereof denied may make 
application for membership when such narcotics permit 
has been reissued for a year or more at the time of such 
application. ’’ 

2. Chapter 1, Section 4, Line 1, delete the title ‘‘ Good 
Standing’’ and insert in lieu thereof the words ‘*Mem 
bership Requirements.’’ And redesignate the present 
Section 4, as Sub-section (a) entitled ‘*Good Standing.’’ 

Insert a new Sub-Section (b) to read as follows: 

‘*(b) Removal from Rolls 

The membership in the Oklahoma State Medical Asso 
ciation and any component society of any member whose 
Federal narcotics permit has been revoked or surrendered 
because of alleged violations of State or Federal nar 
cotics laws shall be automatically terminated, and his 
name dropped from the membership rolls as of the 
effective date of such revocation or surrender,’’ 

Doetor 
made to the wording, removing the word ‘‘alleged’’ and 


Ritzhaupt suggested that an amendment be 
inserting the word ‘‘ proved.’’ Doctor Goodwin moved: 
**That Doctor Ritzhaupt’s wording be accepted. ’’ Doctor 
Colvert seconded the motion. The motion carried. 

Doctor Weaver moved: ‘‘That the first amendment 
be adopted with the amended wording.’’ Doctor First 
seconded the motion. The motion carried. 


Doctor First moved, ‘*That the second Amendment 
be adopted with the amended wording. Doctor Weaver 
seconded the motion. Motien carried, 


3. CHAPTER V, Section 5 
Line 7, after the words ‘‘prior to the’’ and before 


the word ‘‘of’’ delete the word ‘‘election’’ and insert 


in lieu thereof the word ‘‘ nomination. ”’ 


Doctor Larrabee moved: ‘‘That the amendment be 


adopted.’’ Doctor Colvert seconded the motion. -The 


motion carried, 
4. CHAPTER VII. Section 5, Sub-section (d), 
Line 10, delete the last sentence of this Sub-Section. 
Doctor First 
adopted. ’’ 


moved, ‘‘That the amendment’ be 


Doctor Weaver seconded. The motion carried. 


As it was then 8:00 P. M., the time set for the e 
tion of officers, the Speaker announced the nominat 
of John E, McDonald of Tulsa as President-Elect. L. 
McHenry, M.D., moved that Doctor McDonald be elect d 
by acclamation. Motion seconded and Doctor MeDon: d 
was unanimously elected. 

The Speaker next pointed out that there was on ‘y 
one nomination for each office and asked the pleas: ve 
of the house in this regard. J. R. Colvert, M.D., mov d 
that all officers be elected by acclamation. Doctor Weaver 
seconded, and the following officers were unanimou:'y 
eleeted. 


Delegate to A. M. A. for 2 years—James Stevens 


M.D., Tulsa 

Alternate Delegate to A. M. A. Ned Burleson, M 
Prague 

Alternate Delegate to A. M. A. for Unexpired term of 
W. W. Cotton, M.D.—Maleom Phelps, M.D., El Re 

Speaker of House of Delegates for 2 Years—Clinton 
Gallaher, M.D., Shawnee 

Vice-President for 1 Year—James Petty, M.D., Guthrie 

Vice Speaker of House of Delegates—Keiller Hay 
M.D., Durant 


Councilors 


Bruce Hinson, M.D., Enid—Councilor 
C, M. Hodgson, M.D., Kingfisher, Vice 
Councilor 


District No. 3 


District No. 6—R. Q. Goodwin, M.D., Oklahoma City, 
Councilor 
Allen Gibbs, M.D., 


Vice-Councilor 


F. R. First, Jr., M.D., Checotah, Coun 
cilor 

I. W. Bollinger, M.D., Henryetta, Vice 

Councilor 

District No. 7—W. T. Mayfield, M.D., Norman, Coun 
cilor 

Paul Gallaher, Shawnee, Vice-Councilor 

District No. S—Wilkie Hoover, M.D., Tulsa, Councilor 

District No. 12—J. H. Veazey, M.D., Ardmore, Councilor 

Gill, M.D., Ada, Vice-Councilor 


Oklahoma City, 


District N 


The next order of business was a report from the 
Doctor McClure, Chairman of 


Resolutions, action was taken 


Resolutions Committee. 
the Committee read the 
on each one individually, and the following Resolutions 


adopted: 


RESOLUTION 


WHEREAS, John E. MeDonald, M.D., of Tulsa, 
Chairman of the Public Policy Committee of the Asso 
ciation, has given unstintingly of his time at great per- 
sonal sacrifice during the past year to direct the affairs 
of the Publie Policy Committee, and 

WHEREAS, the members of the Public Policy Com 
mittee are fully aware and cognizant of these sacrifices 
and the splendid work done by Doctor MeDonald as 
Chairman, 
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VOW THEREFORE, BE IT RESOLVED that the 
lic Policy Committee express to the House of Dele- 
es through the Council its appreciation for the leader- 

given the Committee by its chairman during the 
post year. 


¢ 


RESOLUTION 

VHEREAS, every practicing member of the medical 
fession, recognizing the contribution to the efficiency 
his practice which is made by the assistants in his 
e, and 

WHEREAS, his assistants must be prepared at all 
es to deal tactfully and diplomatically with the 
uliarities and complaints of his patients and his own 


bles, and 

WHEREAS, the work is in every detail strenuous and 
e. .cting, and, 

WHEREAS, the Medical Assistants Society, composed 
this group of well-trained, willing co-workers have 
anized themselves together for the purposes of im- 
ving their own efficiency and their value to the Doe- 
s of Medicine with whom they work. 

NOW THEREFORE BE IT RESOLVED, that the 
ahoma State Medical Association express to the Medi- 
é Assistance Society its gratitude for their efforts on 
ti » doctors’ behalf, both individually and as a group. 


RESOLUTION 
WHEREAS, there is a growing tendency in the United 
S ates today toward interference and regulation in every 


d of human endeavor, and 
WHEREAS, such interference and regulation is the 
ning wedge for the encroachment of the specialistic 


=. 


, 


tem on the present American system of freedom of 
ei deavor and enterprise, and 

WHEREAS, this tendency is not in any way limited 
the interests of any particular group, but is being 
manifested in such widely varied fields as the practice 
medicine, housing, power production and distribution 


i even agriculture, 

NOW THEREFORE, BE IT RESOLVED by the 
use of Delegates of the Oklahoma State Medical Asso- 
ciation at its 59th Annual Meeting in Oklahoma City, 
Oklahoma, this 18th day of May, 1952, that the Okla- 
homa State Medical Association hereby denounces as 


undemocratic and un-American, all and any efforts 
which will result in the socialization of any business, 
industry, group or profession, and 

BE IT FURTHER RESOLVED, that copies of this 
Resolution are to be directed to the President of the 
United States and the members of the Oklahoma Dele- 


ion in Congress. 


RESOLUTION 

WHEREAS, the Auxiliary to the Oklahoma State 
Medical Association has over the past few years main- 
tained an active Auxiliary in the majority of the com 
ponent county and district societies, and 

WHEREAS, the officers and the members of the 
Auxiliary have given generously and tirelessly of their 
time and talents to support every project of the Okla 
homa State Medical Association, and 

WHEREAS, the work of the Auxiliary membership 
in carrying out the plans of the American Medical Asso 
ciation National Education Campaign has been particu 
larly outstanding, and 

WHEREAS, the defeat of proposals for compulsory 
health insurance, which is the aim and objective of the 
National Education Campaign, will help to wipe out the 
creeping paralysis of Socialism in this country, 

NOW THREFORE, BE IT RESOLVED, that the 
Oklahoma State Medical Association express to the 
Woman’s Auxiliary its appreciation for its invaluable 
service in the present critical period, not only to the 
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profession of medicine, but also to all Americans who 
want their children to receive the same heritage of 
glorious freedom which was handed to us by our fore 
fathers. 


RESOLUTION 

WHEREAS, the increase in the number of medical 
school students to be admitted yearly has been increased 
to 100, and 

WHEREAS, this increase will materially aid in over 
coming the shortage of physicians in Oklahoma, and 

WHEREAS, the health of the people will be materially 
benefited in the rendering of better medical care, 

NOW THEREFORE BE IT RESOLVED that the 
Oklahoma State Medical Association commend the Okla 
homa Legislature, the Board of Higher Regents, and 
the Regents of the University of Oklahoma for making 
possible sufficient appropriations to educate the increase 
in the number of students at the University of Oklahoma. 


RESOLUTION 

WHEREAS, the Medical Service Society, composed of 
representatives of pharmaceutical and biological houses, 
has rendered such a great service to the medical profes 
sion of this state, and 

WHEREAS, the Medical Service Society is at all 
times ready and willing to acept its responsibilities in 
bringing about a better understanding and cooperation 
between the medical profession and the representatives 
of their companies, and 

WHEREAS, the Medical Service Society has made an 
outstanding contribution, both financially and otherwise, 
to the Medical Research Foundation, 

NOW THEREFORE, BE IT RESOLVED that the 
House of Delegates of the Oklahoma State Medical 
Association commends the Medical Service Society for 
its outstanding achievements and assures the Medical 
Service Society of the continued good will of the Okla 
homa State Medical Association and with the hope and 
best wishes for a continued growth and expansion, and 

BE IT FURTHER RESOLVED, that a copy of this 
Resolution be forwarded the Companies whose repre 
sentatives are members of the Medical Service Society. 


RESOLUTION 

WHEREAS, an application is presented being pro 
cessed with the intent of obtaining A.M.A. approval of 
a Specialty Board in Medical Microbiology which will 
certify non-physicians as diplomates in a field of medical 
practice, and 

WHEREAS, there is already in existence an AMERI 
CAN BOARD OF PATHOLOGY, which can provide 
certification of properly qualified physicians in the field 
of Medical Microbiology. 

NOW THEREFORE, BE IT RESOLVED that the 
House of Delegates reaffirm its approval of the es 
sentials for an approved Examining Board in Medical 
Specialty, including the principles that applicants for 
examination must be graduates of a Medical School 
approved by the Council on Medical Education and 
Hospitals and must be licensed to practice Medicine, 
and 

BE IT FURTHER RESOLVED that the House of 
Delegates instructs the COUNCIL ON MEDICAL EDU 
CATION AND HOSPITALS TO LIMIT ITS ap 
proval of Specialty Boards to those which can comply 
with these essentials in order to safeguard the interests 
and welfare of patients. 


RESOLUTION 
WHEREAS, Venereal disease has become of minor 
importance in the State of Oklahoma, and 
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WHEREAS, ample and adequate private physicians 


are obtainable in every community in this state to 


treat, diagnose and care for venereal disease in those 

able to pay a private physician, and 
WHEREAS, the counties of the state are 

those unable to pay a 


required 
by law to diagnose and treat 
physician, and 

WHEREAS, a considerable amount of 
this purpose, duplicity 


federal funds 
are expended unnecessarily for 
existing in agencies of the counties for the treatment 
of the indigents. 

NOW THEREFORE BE IT RESOLVED, that fed 


eral funds for treatment and diagnosis of venereal 


disease be confined to bonafide indigents, and that 


treatment be given by the county as required by law, 


and further, that no federal money be expended in this 


respect, 
AND BE IT FURTHER 


, 
Resolution be forwarded to the State 


RESOLVED, that a copy 
of this Health 
Commissioner, and 

BE IT FURTHER RESOLVED, that the Oklahoma 
State Medical Association take advisable action relative 
to this Resolution and any further action it may deem 


advisable, 


RESOLUTION 


Federal Security Administrator has 


WHEREAS, the 


proposed a system of free hospitalization for the aged 


and certain dependent groups, and 

WHEREAS, all persons aged sixty-five (65) and over 
and their dependents who are entitled to social security 
whether they are actually 
eligible for sixty (60 


eash benefits, regardless ot 
receiving the benefits, would be 
davs of free hospital service in any one year, and 


WHEREAS, 


form of 


adoption of such a system would bring 
about a federal subsidy and control of hos 
pitals and socialized hospital care for a large percentage 
of rapidly population of the United 
States, 

NOW THEREFORE BE IT RESOLVED, that we, 
the House of Delegates of the Oklahoma State Medical 
Association, at regular meeting this 18th day of May, 


as opposing the plan for free hos 


increasing aging 


1952, go on record 
pitalization, and 
BE IT FURTHER RESOLVED, that a copy of this 
Resolution be made a part of the records of this meet 
Members of 
the Congress from the State of Oklahoma (2) Oklahoma 
Medical Societies Medical Asso 
Association of American Physicians and 
American Academy oft Practice 
6) Oklahoma State Medical 
BE IT FURTHER RESOLVED, that the Oklahoma 
State Medical Association take advisable action relative 


to this Resolution and any 


ing, and that copies of it be sent to (1) 
County American 
elation (4) 

Surgeons (5) General 


Association, and 


further action it may deem 


advisable, 


RESOLUTION 
WHEREAS, the advancement of medical science and 
knowledge and the consequent increase in the complexity 
of present day medical care has brought about an un 
avoidable increase in the costs of medical care, and 
WHEREAS, this increased cost, along with 
tendencies is a heavy burden upon 


present 


general inflationary 


any person requiring medical and hospital care at a 
time when he is least able to bear such a burden, and 
WHEREAS, voluntary health and medical care plans 
are available and offer to all the people a means of 
budgeting the necessary expenses of such care, and 
WHEREAS, these voluntary plans are available with 


out governmental interference and regulation, and 
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WHEREAS these plans are now being provided ; 
a cost to the individual much lower than would be cos 
of any type of national compulsory health insurance 
and 

WHEREAS, these voluntary 


are growing daily and can readily be expanded to i 


plans for medical ea 


clude all persons who could be covered under any g¢ 
ernment plan, 

NOW THEREFORE, BE IT RESOLVED by t 
House of Delegates of the Oklahoma State Medi 
Association at its 59th Annual Meeting in Oklahor 
City, Oklahoma, this 18th day of May, 1952, that tl 
Oklahoma State Medical reaffir 
its support and endorsement of every type of volunta 


Association hereby 


health and medical care coverage available through t 
commercial insurance companies, fraternal organization 
the Blue Cross and Blue Shield, or any other volunta 
societies, 

Following the report of the Resolutions Committ 
Doctor House and 
following motion: ‘* That the chairmen of all the maj 


Goodwin addressed the made t 
committees receive the same comments as were afford 
John MeDonald, M.D., as Chairman of the Publie Poli 
Committee.’’ Motion seconded and carried, 
The Speaker then asked for any unfinished busines 
None was forthcoming. 

In concluding the meeting the Speaker compliments 
and thanked the House for their 


in making the 1952 meeting of the House of Delegates 


splendid cooperati 


a success. 

There further 
adjourned at 9:00 P.M, 
Mary O'Leary. 


business, the meeting wi 


being no 


Re ported by 





POSTGRADUATE 
COURSES 


IN 
NORMAL AND PATHOLOGICAL LABOR 


3 days, November 10-12 
GUEST INSTRUCTORS: 


FREDERIC OCDRICH 


Other Courses 


GASTROENTEROLOGY—4 days, December 8-11 
SURGERY—5 days, January 19-23 


For program announcement and information, write: 
Extension Program in Medicine 


UNIVERSITY OF KANSAS 
SCHOOL OF MEDICINE 


Kansas City 12, Kansas 














